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Do You NEED A Collegiate School? 


Wargaret Foley. R.N.. U.S. 


REPEATEDLY during the past 
few months the Conference of Cath- 
olic Schools of Nursing has been 
asked: “Is it necessary to develop a 
collegiate program in order to ensure 
the continued existence of this school 
of nursing?” Surprisingly enough, 
this very question of collegiate prep- 
aration for the nurse which so 
aroused many nurse educators a short 
time ago, now seems to be accepted as 
inevitable in some quarters. 

No reaction could be more foreign 
to the attitude which the recommen- 
dations of Vursing for the Future by 
Dr. Esther Lucille Brown seeks -to 
develop. Although advocating the de- 
velopment of a “professional” school 
of nursing, the report warns against 
too rapid expansion in this field. 
Likewise, the report of the September 
meeting of the Council and Com- 
mittees of the Conference of Catholic 
Schools of Nursing recommends that 
provision be made for professional 
education in nursing under Catholic 
auspices. but definitely states that 
only a limited number of Catholic 
colleges or universities should under- 
take the program. The Committee on 
Collegiate Schools of Nursing of the 
C.C.S.N. has formulated the follow- 
ing statement: 

Professional education in nursing in 
ins‘itutions of higher learning is that 

of education which utilizes a broad 
‘ral education in a progressive se- 
ice toward a concentration in com- 
e1ensive nursing on a junior-senior 
| leading to a baccalaureate degree. 
‘the college or university assumes the 
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full responsibility for: a) qualified acad- 
emic and professional faculty; b) qual- 
ity of instruction; c) adequacy of clin- 
ical facilities and related community 
resources; d) stable financial income. 

The most accepted time pattern for 
the Bachelor of Science degree in nurs- 
ing is four calendar years. The degree 
of Bachelor of Science in Nursing Edu- 
cation involves study beyond that of the 
Bachelor of Science in Nursing. 

Plans should be set up to assist in- 
stitutions who request information for 
the establishment of collegiate schools 
We recommend that the Conference of 
Catholic Schools of Nursing through its 
statistician help to determine the needs 
according to geographic distribution and 
population. 

The desirable pattern is that of an 
integral unit within the college or uni- 
versity having the same status as other 
units within that structure 

Only a limited number of colleges and 
universities should undertake the estab- 
lishment of programs in professional 
nursing. No college or university should 
offer this program unless it is properly 
accredited for general education.” 

The Conference of Catholic Schools 
of Nursing cannot advise what steps 
should be taken by an individual 
school of nursing in preparation for 
the future, without the opportunity 
to survey the school and the locality 
it serves. However, certain general 
principles can be stated which should 
be considered carefully by any Cath- 
olic school of nursing before the de- 
cision is made to meet the standards 
recommended for “professional” edu- 
cation of the future. 


Responsibility of Catholic School 

First of all, it would seem that a 
Catholic school ‘of nursing should 
consider its complex relationships. 
and the corresponding responsibili- 
ties. These 
sibility to nursing and nursing educa- 
tion in general, that they may 
contribute to the advancement of the 
profession and to the enhancing of its 
potential contribution to 
There is a responsibility to the indi- 
vidual member of society whom its 
graduates will These 
have an obligation to the Religious 
Community which sponsors them and 
prepares the Sisters conduct 
them. It is of the very essence of a 
Catholic school that there be recog- 
nized the responsibility to the stu 
dent, actual and potential, that the 
preparation she receives under these 
auspices will be of the highest qual- 
ity. The student who chooses a Cath- 
olic school of nursing must be able to 
find there not only the qualities 
which mark it as Catholic, but also 
an excellent professional education 
Finally, there is a responsibility de- 
rived from the fact that the school is 
indelibly stamped as a part of the 
Catholic system of education in this 
country * 

It would seem 
school of nursing 
adequately for the future, independ 
ent of these reponsibilities. The ques- 
tion then becomes not how to ensure 
the future existence of a particular 
school as such, but rather, what de- 
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velopments are necessary to ensure 
the maximum educational and profes- 
sional contribution of this school in 
the future to nursing education in 
general, to society, to the religious 
community, to the student, and to a 
Catholic system of nursing education. 
In some instances, this maximum 
contribution may be made by a tran- 
sition to practical nurse education; or 
to the in-service training of graduate 
nurses. In other cases, it may be 
effected by developing the best pos- 
sible educational program on the hos- 
pital school level. In relatively few 
cases will the contribution be made 
through a collegiate program. 
Moreover, it is conceivable that 
the school which thinks that enter- 
ing the collegiate field is a matter of 
self-preservation may actually be 
paving the way for its own destruc- 
tion. For there is little question that 
the profession will carefully guard 
future developments in nursing edu- 
cation to prevent duplication of the 
recognized weaknesses in the hospital 
school system. The professional school 
of the future will be required to meet 
high standards of education. It is 
clearly recommended that the school 
be organized within an institution of 
higher learning. In such a program, 


the hospital would relinquish all re- 
sponsibility for the student’s educa- 


tion, save that delegated through 
contractual relationships for a portion 
of the clinical experience. Although in 
the transitional period some hospital 
schools with university affiliations 
may be recognized for “professional” 
education, these schools will be en- 
couraged to develop under complete 
collegiate control or lose their “‘pro- 
fessional” rating. 


The Purpose of Collegiate 

Education 

When one considers the purpose 
for which the “professional” educa- 
tion is to be established, there arises 
a second objection to large numbers 
entering the field. Nursing has had 
little control over the influences serv- 
ing to expand its responsibilities and 
areas of service. More and more 
functions have been delegated to the 
nurse by the physician and by so- 
ciety. But it is this very expansion 
which makes a place for the “profes- 
sional” nurse of the future — she who 
will be clinical specialist, assisting 
with complex treatments, and capable 
of contributing to the psychothera- 
peutic care of the patient. And it is 
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this professional nurse, particularly, 
who is to conceive of the field of 
nursing as extending far beyond insti- 
tutional walls, and embracing the 
maintenance of health as well as the 
care of the sick. This is the most ex- 
perimental facet of nursing, today. 
How many of this type of nurse will 
we need? Theoretically, there is no 
limit, since the prevailing political 
philosophy of this nation forecasts 
increasing amounts of medical and 
health care to be made available to 
all citizens. This nurse is to be the 
fruit of our transitional period. She 
will fit into the new pattern. Con- 
ceivably, in the ultimate future, all 
nurses could be the products of col- 
legiate schools. But that ultimate 
future is many years away. It will 
be some time before the “profes- 
sional” nurse will make any substan- 
tial contribution to the nursing serv- 
ice needs of society. While she is 
prepared to seek beyond institutional 
walls for her “patient,” what of the 
institutions which exist and are being 
multiplied? The very real problem 
exists of providing for the day-by- 
day care of the sick in our hospitals 
and in the home. This problem can- 
not be solved entirely by the practical 
nurse. She is not generally accepted 
by society, by nursing, by hospitals, 
by the medical profession. If all of 
our good hospital schools of nursing 
decide to develop collegiate programs 
(and this means the elimination of 
“competing diploma programs,” or 
else the expensive and difficult task of 
establishing two complete and separ- 
ate faculties and administrative 
staffs), who is to bear the burden of 
supplying the nurse who gives the 
largest portion of nursing care to hos- 
pitalized patients? 


How Many Collegiate Schools? 

A third consideration should per- 
tain to the number of collegiate 
schools desirable in the profession, 
and, particularly, under Catholic 
auspices. The Brown report recom- 
mends that the number of “profes- 
sional” schools to be developed 
should be comparable to the number 
of medical schools. There are 70 ac- 
credited medical schools in the 
United States. The recommendation 
that professional schools of nursing 
be developed in comparable numbers 
is based on the belief that few schools 
with larger enrollments can be more 
efficiently operated, with a saving of 
costs and prepared faculty, and to the 


benefit of the potential student. We 
do not have to accept the figure 70 
literally. Perhaps we need more pro- 
fessional schools, perhaps fewer. The 
number should be determined on the 
basis of available college and univer- 
sity facilities; the estimated number 
of students who might be interested 
and financially able to pursue this 
program; the number of nurses pre- 
pared to accept faculty positions; and 
the availability of financial resources 
sufficient to conduct the program on 
a high level. Good geographical dis- 
tribution of these schools will be im- 
portant, also. 

Whatever number is determined as 
maximum for collegiate programs 
approximately one-third might be ex 
pected to develop under Catholi: 
auspices, on the basis of the present 
ratio of Catholic schools to all schools 
of nursing. Using the figure 7( 
merely for purposes of illustration 
about 25 schools might be Catholic 
Yet, there are at present some 35 
schools of nursing under Catholi: 
auspices claiming the title collegiate 
Further, in responding to a ques 
tionnaire recently, nine additional 
schools indicated plans were unde: 
way for the development of an inte- 
grated program. More recently it has 
been learned that long range plans 
looking toward the establishment oi 
collegiate schools are under way in 
still other areas. 

The Catholic school of nursing wil! 
fulfill its professional obligation to 
nursing and to the student by meet- 
ing the standards for professional 
education. It will not, however, meet 
its other obligations if even one 
superfluous collegiate program 
established only to serve as an un- 
necessary drain on the financial re- 
sources of society, the Religious 
Community, and the already ove! 
burdened Catholic population. An: 
since it seems highly probable that 
recognition will be given to only 
limited number of “professional” 
schools, the danger of establishing 
superfluous programs is very real. \\ e 
cannot expect to have a recogniz: (| 
Catholic “professional” school 
every Religious Community engag 
in nursing education, or even 
every state. 


Needs of the Catholic School 

How can we determine the nec 
for Catholic collegiate schools 
nursing? It would seem that we mig 
think first in terms of using existi 
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collegiate schools. Geographically, the 

35 schools are rather well distributed 

as follows: 

New England States (Me.. 

N.H.. Vt.. Conn., RI. 
schools 

North Central Atlantic 
States (N.J., N.Y., Pa.) 

South Central Atlantic 
States (Md., Del., D.C.. 
Va., W. Va., Ky.) 

south Eastern States (N.C. 
S.C.. Tenn., Miss.. Ga.. 
OR OS Pee eee 

south Central States (La.. 
Tex., N.M., Ark., Okla.) 

south Western States (Ariz.. 
Utah, Nev., Calif.) 

ast North Central States 
(Ohio, Ill.. Ind.. Mich.. 
Wis.) 

Vest North Central States 
(Mo., N.D., S.D.. Minn.. 
Col., Neb., Iowa, Kan.) .. 

North Western States 
(Mont., Idaho, Wyo.. 


7 schools 


schools 


schools 
school 


schools 


schools 


schools 


qualify for “professional” recogni- 
tion without reorganization and cur- 
ricular revision. The time plans, in 
some cases, are an unnecessary 
burden on the student. The hospital- 
college relations are not always 
clearly defined. In most cases, the 


program is not the integrated type 
that is recommended both by the 
Conference of Catholic Schools of 


Nursing and the Brown _ report. 
Nevertheless, it would seem advisable 
to strengthen and improve existing 
collegiate schools, if the existence of 
a Catholic school in the areas is 
justified and educationally feasible, 
securing better prepared and more 
adequate faculties and adequate 
financial resources. Moreover, not 
one of the existing Catholic collegiate 
schools has a maximum enrollment, 
or even a desirable student enroll- 
ment. 


Considerations in Answering Ques- 
tions: Is a New School Needed? 
In regard to the establishment of 
iditional basic collegiate programs 

in Catholic universities and colleges, 

is suggested that the following 
estions be considered. 

What is the need of the community 
vhich you serve? Is it for nurses to 
give bedside care, or is it for the 
‘professional’ nurses? 

On the basis of total enrollment in 
Catholic schools of nursing in your 
ocality in the past years, what total 
nrollment could be anticipated — 
oth of Catholic and non-Catholic 
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. Can the 


. Are clinical 


students? Is the financial background 
of your average student such that she 
can afford to pay for the collegiate 
education ? 

Could a “professional” school in your 
city serve the needs of a large area 
—a state, a diocese, a region — or 
would it function primarily for one 
small restricted area? 


. What are the educational facilities 


available for this “professional” 
school? Is the college or university 
of good standing and properly ac- 
credited for general education? Are 
the educational resources sufficient to 
provide the basic elements required 
in this program? 

Is the educational institution willing 
to establish the school of nursing as 
an integral part and to assume full 
responsibility for the educational 
program? Does the educational in- 
stitution understand fully the re- 
sponsibility to the nursing profession 
inherent in establishing this school? 
program be adequately 
financed? Will there be sufficient 
funds to secure well-prepared faculty 
members, a complete administrative 
staff, library, classroom, and labora- 
tories? 

facilities available in 
your locality sufficient in number and 
diversity to satisfy the requirements 
for professional education? 


. Will the Religious Community be 


burdened with the expense of a col- 
legiate program which will not serve 
a definite need nor attract large num- 
bers of students? 


9. Will nursing education under Cath- 
olic auspices suffer from the existence 
of two Catholic professional schools 
where one would suffice, with two in- 
stitutions for prepared 

personnel and student enrollment ? 


competing 


A great deal of attention is now 
being given to the centralization of 
hospital schools in order to correct 
some of the educational weaknesses 
prevalent in this system. This should 
be our lesson. Let us plan now for 
centralization and unity of effort in 
regard to collegiate schools of nurs- 
ing under Catholic auspices. Let us 
consider the possibility of planning 
for Catholic collegiate nursing edu- 
cation on a state basis; on a diocesan 
basis where there is density of Cath- 
olic population; on a regional basis 
where Catholic population is sparse 
There is a common bond uniting 
Catholic nurse educators which does 
not find its counterpart elsewhere. It 
is this bond which will enable us to 
demonstrate at once our desire to for- 
ward nursing education and Catholic 
education. It is this same bond which 
directs us to giving continued con- 
sideration to the preparation of those 
nurses who will care for the patient, 
for which reason there will be, at 
least for this period of transition, 
little need for additional 
nursing 


relatively 
basic collegiate schools of 
under Catholic auspices 








CONFIRMATION AT THE HOSPITAL 
Two 8-year-old patients, the girl suffering from leukemia, the boy from 
rheumatic fever, received the Sacrament of Confirmation recently at Mercy 
Hospital, Chicago, from the Most Rev. William O’Brien, Auxiliary Bishop 
of Chicago. Bishop O’Brien was convalescing after a siege of pneumonia 


ay 


ew 
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IN THE development of medical 
technology two significant periods 
stand out: the time of World War I 
when medical technology was born; 
i.e. when its contribution to the ac- 
curacy and effectiveness of diagnosis 
was experienced in vast areas of the 
warring world; and 1928 when med- 
ical technology was in part profes- 
sionalized. At that time the American 
Society of Clinical Pathologists 
through the Board controlling the 
Registry for Medical Technologists 
officially pronounced the minimum 
requirements for the preparation of 
medical technologists and gave out 
distinctions: L. T. to those who were 
laboratory machine operators, and 
M. T. to those who, in addition to 
technical training, had a collegiate 
background in this field or a field 
akin to it. With time, medical tech- 
nology has evolved as the profession 
patterned in that year. 


Standards Raised Since 1928 

Since 1928, the educational stand- 
ards have gradually been raised, until 
at the present time the minimum re- 
quirements are two years of college 
with emphasis on chemistry and biol- 
ogy and a twelve-month course in 
practical work in six major fields: 
biochemistry, hematology, bacteriol- 
ogy, parasitology, histology and serol- 
ogy. At the successful completion of 
the practical period, and after writ- 
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ing a satisfactory examination pre- 
pared by the Registry for Medical 
Technologists, the candidate is certi- 
fied as M. T. by that same Board, 
and is thereafter spoken of as a “reg- 
istered” medical technologist. 

Colleges, universities, public health 
laboratories have established facilities 
for proper training of medical tech- 
nologists, the practical period being 
conducted in a hospital registered by 
the AMA and large enough to have 
at least 2,000 admissions and to do 
15,000 laboratory tests annually. A 
pathologist from the ASCP examined 
these “schools” yearly until 1936, 
after which a representative from the 
Council of Medical Education and 
Hospitals of the AMA made the an- 
nual visitation. Those schools fulfill- 
ing the minimum requirements were 
designated “approved.” 

The Registry for Medical Tech- 
nologists issued the first official list 
of such schools in 1932 and annually 
thereafter until 1936 when the AMA 
continued the practice of approving 
schools and publishing its findings as 
a part of its medical educational pro- 
gram. There are over 300 approved 
schools at this date. 

The primary purpose of the 12- 
month practical period following the 
two years of college is to give the 
student ample time to learn the tech- 
nical procedures based on the prin- 
ciples his theory taught him. For a 


student having but two years of pre- 
scribed college it has been found that 
11 months of proper training accom- 
plish this. For a student with three 
years, providing the third year was 
spent pursuing basic sciences in the 
medical school or under a college 
faculty prepared to teach physio- 
logical chemistry and the advanced 
biological sciences, nine to ten months 
only are needed. 

Any time over and above this is 
time for gaining experience. To date 
86 per cent of the schools have a 
hospital practice period of 12 months. 
Eight per cent have an 18 month 
practice period and 3 per cent 15 
months. These extensions beyond 1!2 
months have been made locally, as a 
compensation to the institution in the 
first case for free tuition, and to bal- 
ance extra time allowed for pursuing 
courses in the humanities simu!- 
taneously with the practical period 
in the second. 


Status of Commercial Schools 

Competition for training medi 
technologists has come from comm: '- 
cial schools. Experience has sho 
that commercial schools operate 
profit and frequently do not adh 
to ethical and educational standa! 
and therefore these are not acc¢ 
able. Some students are duped i 
attending such institutions beca’ se 
they offer “short courses” or beca’ 5 
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of some other type of attractive ad- 
vertising. These commercial schools. 
furthermore, have no clinical facili- 
ties to give their students practical 
training that is adequate in kind and 
amount. By withdrawing patronage 
from these schools, the public will 
force them to dissolve themselves. 

The educational tendencies have 
een to raise the standards for train- 
ng medical technologists. This be- 
omes evident from the fact that 
vhile 69 per cent of the colleges still 
dhere to only the minimum require- 
rents, 16 per cent of the approved 
chools have voluntarily raised the 
ntrance requirements to three vears 

f college, while 13 per cent admit 
nly college graduates. Almost half 

f the schools, 47 per cent, are affil- 
ited with colleges so that college 
credit is given for the training. Those 
admitting students with 3 years of 
college grant, for the most part, a 
baccalaureate degree with a major in 
medical technology at the completion 
of the practical period. 

We are now on the eve of an era 
in which there is agitation for still 
higher standards of training for med- 
ical technologists. The 4-year college 
course leading to a bachelor’s degree 
with a major in medical technology 
seems the most practical ceiling for 
all. It brings with it the satisfaction 
of being a college graduate; the 
security of being eligible for graduate 
school work, if or when finances war- 
rant it; and the implication that the 
training has been of superior calibre. 


Practical Limit to Training 
For most medical technologists a 





Freshmen in the course of medical technology at the College of St. Scho'astica 


Duluth, Minn., 
longer training than this uneco 
nomical as more than the majority 
of those engaged in medical tech- 
nology are bent on eventually being 
homemakers. These reckon the cost 
of their training, which adds up at th> 
present time to fees comparable to 
those of several years of college heavy 
in science courses, plus a tuition fee 
for the practical period that varies, 
the maximum being $200 besides 
maintenance. It has been known that 
the first group of medical technol- 
ogists marries after three vears 
of employment, the second after 
about seven, and the remainder seem 
destined to grow old in the profes- 
sion. 

Those marrying have really worked 
long enough to balance the budget 
with their parents and to have some 
professional experiences. There are 
no accurate statistics available on the 
number that grow old in the profes- 
sion. But it is they who can profit- 


Study in concentration: juniors in a physiological chemistry laboratory, at the College 
of St. Scholastica. The instructress in the background is Sister Mary Alcuin, 
author of this article. 
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enjoy comfortable quarters 


ably specialize, and in the event that 
medical technology becomes a profes 
sion that is home owned and home 
operated, it will be this group that 
will do the owning and the operating 

In medical technology, as in many 
other professions, the opportunity for 
advancement is not to all. At 
present, for the routine medical tech- 
nologist there is little advancement 
especially’ in smaller laboratories 


Of en 


where usually a doctor acts as super 
visor. The medical technologist works 
has no invest 
although pro- 


for someone else, i.e 
ment in the business, 
gressive pathologists have encouraged 
a system of commissions which 
‘sharing the profits.” The 


indoors 


amounts to ° 
bulk of the work is routine 
not seasonal, with often much overt 
time. Social securities and unions are 
problems that are only now present- 


ing themselves in medical technology 


Additional Education Possible 

For the medical technologist des 
tined to grow old in the profession 
the six major services in the field 
offer six fine areas for specialization 
In an additional vear’s time the stu 
dent can fulfill the requirements for 
a master’s degree in biochemistry ot 
and in several 


bacteriology : years 


time, the requirements for a doctor 


of philosophy degree. For some it has 


led to entrance into the medical 
school. These types of specializations 
make for advancement in larger hos- 
pitals, in research laboratories, in 
public health institutions where al- 
ready the head technologist super- 
vises the work of others; and it may 
be that persons thus trained will be 
in charge of “approved schools” for 
training future medical technologists. 

The paradox of the present time is 
that the number of students graduat- 
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ing is declining, while the opportuni- 

ties for training medical technologists 

is increasing. The following figures 

tell this emphatically: 

Training 
school 

capacity 
1254 


Average 
number 
Year graduates 
1941 5.2 
1942 4.4 
1943 4.2 
1944 
1945 
1946 4.0 
1947 4.0 


The number of graduates in 1945 
was only 984; in 1946, 1078; and in 
1947, 1206. These are not sufficient 
to supply the annual demand. 

Before World War II, 11,285 med- 
ical technologists were employed in 
hospitals, about 1,000 in public 
health agencies, and from 8 to 10,000 
in research, commercial and _ physi- 
cians’ laboratories. During the war 
the need exceeded the supply, the 
excess demand for medical tech- 
nologists coming principally from the 
military hospitals in their selective 
service personal health program, the 
casualties from the war and the vic- 
tims of the various war epidemics; 
and from civilian hospitals which ex- 


perienced a 37 per cent increase over 
pre-war needs. It followed that ‘‘sub- 
standard medical technologists” infil- 
trated into positions for which they 
were not qualified, or organizations 


trained their own personnel. 
Since the war, medical technol- 
ogists who have been discharged from 
the armed forces have returned to 
their pre-war jobs. Many hospitals 
were short one or several medical 
technologists during the war and this 
back-log is now being taken care of. 


Reasons for Shortage 
But excess needs have arisen from 

a number of causes: 

(1) Hospitals having added to their 
capacities by building new units 
or enlarging the old. 

(2) Insurance: personal, in which 
more laboratory work is being 
required; and group, on the plan 
of the Blue Cross, in which the 
holder enjoys the privilege that 
comes with the plan. 

Industrial hygiene, in which in- 
dustry, interested in the physical 
care of its workers, is maintain- 
ing clinical laboratories. 

Co-operative office practice in 
which several private doctors 
have merged their laboratory 


needs and have employed a well- 
trained medical technologist. 
Young medical doctors returning 
from military service in World 
War II, having watched medical 
technology come to its own 
in effectiveness and accuracy 
in establishing diagnoses, and 
having had a free hand in lab- 
oratory demands, are exercising 
themselves similarly in private 
practice. 
Internal medicine, which, be- 
cause of its specialty, has created 
need for a full time medical tech- 
nologist in every private office 
of any one such specialist. 
During the war the public has 
found more need for medical 
technologists and is going to de- 
mand the service of well qualified 
ones. 
Broader health education 
grams. 

(9) Medical research with its much 
extended programs. 


pro- 


Higher Salaries Since 
World War Il 


During World War II most tech- 


nologists enjoyed a significant in- 
crease in salary which in the postwar 
time has not receded. The normal 
demands for medical technologists 
alone should maintain those sal- 
aries, but the attitude of the path- 
ologist and the community, besides 
the worth of the medical technologist, 
will determine what trend salaries 
will take. Since at the present time 
salaries vary even from institution to 
institution in the same community, 
only generalizations can be made 
The salaries are in general higher 
than those received by most profes- 
sional women. The highest paid med- 
ical technologist is the public health 
worker and she has the shortest day: 
the poorest paid medical technologist 
is the one usually associated with 
university hospitals. The smaller hos- 
pital worker has the longest day. Mer 
technologists are paid from $300 t 
$800 more per annum than women 

The crying problem today is more 
recruits for the field. A conservative 
estimate states there are 5 jobs fo: 
every worker. Instead of 1000 en 
trants to the schools there should be 
no less than 5000. 








A beauty treatment as ‘morale therapy” for feminine patients is a development 

that is becoming popular in hospitals across the nation. The portable beauty 

parior features light-weight equipment, and the beauty operator is stationed 

at the hospital. The patient in the photo, who is in DePaul Hospital, St. Louis, 
Mo., obviously thinks that this treatment is a treat. 


St. Louis Post Dispatch Photo 
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Wot Gust Publicity... 
Public Relations Has Many Facets 


A Catholic hospital will profit from 
a well-rounded, thoughtful public re- 


lations program. 


SOMEONE has facetiously said 
hat the fifth mark of the Church 
s “inarticulateness.”” To the degree 
hat the remark emphasizes the fact 
hat in many cases individuals in the 
hurch are “poor salesmen,” there 
s some truth in it. In many cases, 
Catholic hospitals, both as hospitals 
ind as “Catholic” hospitals, could 
also fail under this indictment. 


What Is Public Relations? 

The cure for ‘inarticulateness”’ is 
a well integrated program of public 
relations or, perhaps better, public 
education. In a general sense, every 
hour, every day, every hospital 
whether it is conscious of it or not, 
for better or for worse, is establish- 
ing “public relations.” Obviously, the 
program to be suggested here is not 
publicity, in the sense of self-aggrand- 
izement or notoriety. Specifically, we 
may define public relations as the 
broad program which, within ethical 
bounds, attempts to achieve the pub- 
lic education goal of all hospitals — 
“That the public may know the hos- 
pital better.” In a Catholic sense, we 
may define public relations as the 
constant, systemized exposition of the 
personality of the Catholic hospital, 
body and soul, to the community 
which it serves. The words ‘“‘Catho- 
lic,” “body” and “soul” were pur- 
posely inserted in that definition to 
indicate the sound spiritual basis that 
even a program of public relations 
must have. A further reason was to 
prevent anyone's thinking that a 
public relations program in a Catholic 

ispital is a humanitarian, surface 

gram of “How to Make Friends 

d Influence People.” 


Service Makes Friends 
Some months ago, I held a conver- 
tion with a public relations man 
‘onnected with one of our leading 
itholic universities. Discussing press 
reieases and the amount of informa- 
tion that the university’s public rela- 
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tions department gave to the public, 
he reminded me that public relations 
was not all “writing” but primarily 
based on friendliness. Applied to hos- 
pital public relations, that means that 
all the column inches and the scrap- 
books of press releases will never 
make up for the lack of friendly, effi- 
cient, scientific service. The moral is 
‘Never advertise unless you have the 
goods.” 

While it is true that, human nature 
being what it is, some of our patients 
don’t want to be pleased, the spirit 
of the Catholic hospital still is the 
vision of seeing Christ in all patients, 
or if that is difficult, at least seeing 
them in Christ. 

The Catholic hospital has a double 
role in keeping up to modern stand- 
ards the service it gives its particular 
community. Not only must it meet 
the demands of the community from 
the viewpoint of the terminal and 
preventive health service it affords, 
but it cannot forget for a moment 
that for many non-Catholics it is the 
only contact they have ever had with 
the external operation of the Church, 
the Mystical Body of Christ. Ineffi- 
cient service creates bad will and bad 
public relations for both hospital and 
Church. 


Personnel: The Starting Point 

The wise administrator in institut- 
ing a formal program of public rela- 
tions will realize that the basic start- 
ing point is with the personnel of the 
hospital. It is here that the public 
reaction to the “exposition of the per- 
sonality of the hospital” really begins. 
A broad personnel program, aimed at 
harmonizing all departments of the 
hospital, from the receiving staff to 
the housekeeping staff, the ideal of 
service pointed out by the Divine 
Physician, will send your public rela- 
tions program off to a good start. An 
occasional dinner for the doctors and 
a Christmas party for the unskilled 
help is no solution. All these people 
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meet the public not only in their rou- 
tine duties about the hospital, but 
also in their outside contacts. The 
impression they make on the patients 
and visitors and the attitude they 
have towards the place in which they 
work affect public relations. Wages, 
hours, working conditions, prelim- 
inary health examinations, training in 
courtesy and in efficient ways of 
doing their work, the engendering of 
a sense of “belonging,” appreciation 
of their place in the general scheme, 
service awards, all have a place in the 
development of an esprit de corps. 


The Press and the Hospital 

The ad.ninistrator or the person in 
charge of public relations can help 
her institution by taking the press 
into her confidence and by develop- 
ing friendly relations with the re- 
porters covering hospital stories 
Most local papers, except perhaps in 
the larger cities, make a practice of 
printing routine hospital news, such 
as babies born and patients admitted 

Feature stories on the shortage of 
professional or non-professional help, 
visualization of the services offered 
by the hospital or of the annual re- 
port, explanations of the various de- 
partments of the hospital, seasonal 
items, like Christmas in the hospital, 
National Hospital Day, graduations 
and capping services, and unusual 
happenings, like triplets, are always 
welcome. In cases of campaigns for 
funds, the newspapers should be con- 
tacted and kept in touch with every 
step of the drive. This friendly co- 
operation will pay benefits and is 
almost indispensable to the final 
success of the campaign. 

In cases where the press releases 
must originate at the source of the 
news, in order to make certain that 
all details will be correct, it is best to 
present the material in a definite 
manner. The source of the release, i.e 
name and telephone of the respon- 
sible party, the date on which one 
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would want the story released, and 
the preparation of the copy, clearly 
typewritten, double-spaced, and on 
one side of the paper, are all impor- 
tant. 

To avoid any legal entanglements 
and unfavorable public comment, a 
code of relations with the press in 
regard to what information the hos- 
pital may give the public should be 
organized. The one used by the Cleve- 
land Hospital Council and printed 
in the June, 1944 bulletin of the 
Council on Public Education of the 
American Hospital Association, is a 
fine example of a code that will 
eliminate misunderstanding and prove 
beneficial to both the newspaper and 
the hospital. 

In regard to standardized press re- 
leases which may be adapted to the 
local hospital, the bulletins of the 
Council on Public Education will 
prove invaluable. 

Stories on the specifically religious 
life of the hospital should not be for- 
gotten either. Here, and in connec- 
tion with other releases, pictures can 
be used effectively to tell your story. 
Usually, the newspaper will co-oper- 
ate by sending out a staff photog- 
rapher. Or, if there is someone con- 
nected with the hospital who can 
handle a professional camera, let him 
take the pictures. With regard to 
stories on the religious life of the 
hospital, silver jubilees of the reli- 
gious personnel, Easter and Christ- 
mas Masses, anniversaries and dedi- 
cations, and visits of the Ordinary 
may be featured. 

In any case, public education 
through the press can be an effec- 
tive and dignified medium of calling 
attention to the personality of the 
Catholic hospital, as it works for 
body and soul. Incidentally, Hospt- 
TAL Procress and the diocesan press 
should not be neglected in your 
releases. 


How to Use Radio 

The radio is also an excellent 
medium of increasing public informa- 
tion on hospital activities. The same 
friendly relationships that exist with 
other community agencies should be 
instituted with the radio stations. 
Radio information will generally be 
channeled through two media, spot 
announcements and feature programs. 
In regard to the former, they have 
helped considerably in nurse recruit- 
ment and in connection with the 
Blue Cross Program. Feature pro- 
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grams, either using “‘live’’ shows orig- 
inating in the hospital, e.g. Nurses’ 
Glee Club, Midnight Mass, interviews 
with top personnel or convalesc- 
ing patients, or “canned programs,” 
using hospital personnel reading al- 
ready prepared scripts released by 
various health agencies, have proved 
interesting and educational. 


Don’t Forget Hospital Literature 

Under this heading, we may con- 
sider printed information about the 
hospital’s activities that is given to 
the personnel and patients and also 
that which is sent out to a selected 
list of interested parties. 

The morale of the personnel may 
be kept enlivened and their own in- 
formation increased by the printing 
of what is technically known as a 
“house organ.” It is preferable if it 
be printed, but if the budget does 
not permit, good mimeographed 
copies will suffice. Points on courtesy, 
information about new _ hospital 
equipment, and personal items will 
constitute a great amount of the ma- 
terial used. Ordinarily, the expense 
entailed could be subsidized by some 
local merchant. 


Patient education may be increased 
by the preparation of a personalized 
pamphlet which the patient would 
receive shortly after admittance to 
the hospital. This would include in- 
formation on visiting hours, the pay- 
ment of fees, the position of impor- 
tance that the patient has in the 
hospital set-up, and, perhaps, even a 
detachable place for constructive sug- 
gestions on the part of the patient. 
There are also available brochures 
explaining the various departments of 
the hospital and illustrating where 
the patient’s dollar goes. 

Special pamphlets may also be 
prepared for visitors. These would 
include the rules for visiting and a 
brief explanation of how the visitor. 
by his words and actions, can either 
help or retard the patient on the way 
to recovery. 

To a selected list of interested 
people, copies of the annual hospita! 
report or school of nursing year book 
can be sent. This will inform the toy 
people of the community of the 
progress and needs of the hospital 
This report or year book should be 
attractively compiled so that it tells 
its story with interest. 








When the new, million- 
dollar addition to St. Mar- 
garet’s Hospital, Spring Val- 
ley, Ill., was blessed recently, 
the local and surrounding 
newspapers were very gen- 
erous in their coverage. We 
counted some 25 or 30 differ- 
ent news stories describing 
the event, and we may have 
missed a good many. Ex- 
pressed in the “column inches” 
which Father Quinn mentions 
in his article, it would amount 
to an impressive total, and 
is an example of splendid 
press relations. 

But it is not too unusual. 
When the new Michael Meag- 
her Hospital in Texarkana, 
Ark., was dedicated earlier 
this year, the local newspaper 
printed an entire special edi- 
tion about the event. The 
Sisters of Charity of the In- 
carnate Word, who operate 
the Michael Meagher Hospi- 
tal, have attained an enviable 
position in the community of 
Texarkana. 

What attracted our attention 
to the Spring Valley dedica- 
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tion was not the large amount 


of publicity, however. The 
item we read and re-read 
was no more than a few 
inches long, and as likely as 
not it was buried on an inside 
page of the paper. Moreover, 
it was merely the personal 
experience of an ambulance 
driver, who had come in fre- 
quent contact with St. Mar- 
garet’s Hospital over many 
years. “In all my years of 
taking patients to St. Mar- 
garet’s,” the man said, “I've 
never known of anyone to be 
refused admission because of 
inability to pay.” 

Unusual? The fact itself 
certainly isn’t; our Catholic 
hospitals have practiced char- 
ity since time immemorial. 
But it is rare, indeed, to have 
a public acknowledgment of 
this fact by an average citizen 
printed as a news story. 
Mother St. Guirec and the 
Sisters of Mary of the Pres- 
entation are to be congratu- 
lated on their exceptionally 
fine community relations. 











HOSPITAL PROGRESS 








Not to be forgotten, either, is the 
pamphlet rack and religious litera- 
ture. St. Elizabeth’s Hospital in 
Lafayette, Indiana, has two attrac- 
tive religious brochures, one for 
Catholics and one for non-Catholics, 
containing suitable prayers and 
thoughts for the sick. The prayer 
-ard for assisting dying non-Catholics 
should be available on every floor of 
he hospital. 


Making Community Contacts 

Public confidence and public infor- 
nation may be finally stimulated by 

broad program of community con- 
acts. This will be done informally by 

friendly relationship with all groups 
n the community. This will include 
ervice clubs, fraternal organizations, 
nerchants and industrialists, labor 
inions, and womens’ groups, and, of 
ourse, the parish priests. In regard 
io the latter, they should be informed 
when members of their parishes are 
admitted to the hospital, especially 
if the patient’s condition is serious. 
Community good will is also in- 
creased by out-patient departments, 
projects like eye banks, blood banks, 
blood type lists, and, in cooperation 
with the medical staff, emphasis on 
preventive medicine. 

Formal contacts with the commu- 
nity can be made through programs 
like National Hospital Day, gradua- 
tion, arrangements for groups to visit 
the hospital, and by other special fea- 
tures. In this regard, too, the 
women’s auxiliary groups and the 
Board of Advisors play an important 
part. They should be educated and 
kept informed of the aims, purposes, 
progress, and needs of the hospital. 
Out of these groups, the administra- 
tor will be able to choose qualified 
people to place the case for the hos- 
pital before the different groups of 
the community. Ably armed with the 
facts and the ability to dramatize the 
situation, these extensions of the hos- 
pital’s personality will help portray 
the hospital, not as a cold, impersonal 
nachine, but as a warm, vibrant, holy 

ardian of the people’s health. 

Specific helps for the people asso- 

ted with the hospital administrator 

this work would be the easy avail- 

lity of hospital literature and a 

npetent knowledge of the function, 

eds, and progress of the hospital. 

In both community and personnel 

ication, the release of splendid 

ns depicting graphically hospital 


(Concluded on page 387) 
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Tag Day in North Dakota 


A “Nurses’ Tag Day” was in- 
augurated by Trinity Hospital 
Jamestown, N. D., nurses co-op- 
erating with the Central Valley 
District Nurses’ Association. The 
purpose was to obtain funds for 
scholarships for students who 
could not otherwise enter nursing 
school. The secret of success lay 
no doubt, in the careful planning 
of the entire program and the 
fine build-up given it by the press 
radio, and pulpit, and by presi- 
dents of clubs and organizations 
who had been sent letters explain- 
ing the project and asked to make 
this endeavor known to _ their 
memberships. In this way most 
of the people in town were made 
aware of the reason for the Tag 
Day. 

In passing this information on 
to others who might wish to try 
a similar experiment, we will 
enumerate the steps taken in plan- 
ning the entire program. It is 
understood, of course, that there 
must be 100 per cent co-operation 
of all nurses if the best results 
are to be achieved. 

The first step was to get the 
sanction of the mayor and the 
Chamber of Commerce. The next 
step was to select the time 
“Dairy Week” was chosen as it 
brings everybody from the coun- 
tryside into the city. The day of 
the crowning of the “Dairy 
Queen” and the parade was cho- 
sen as the most fitting day. Next 
a committee was selected to de- 
sign the tag, and, after this was 
done and had the approval of the 
nurses, 5000 tags were printed. 

Window displays were consid- 
ered good publicity, and, as a re- 
sult, there were several windows 
decorated with nurses’ apparel 
and nursing information — sta- 
tistics, graphs, and posters. One 
window displayed an operation 
in progress, with dolls dressed as 
surgeons and nurses gowned for 
action; also a miniature gas ma- 
chine made of two soda bottles 
fastened together and _ tilted 
slightly backward; this, together 
with the other equipment found in 
operating rooms, made a very in- 
teresting window. 

The local radio station was con- 
tacted and asked to make spot 
announcements during the week 
and on the specific day. The local 
press, too, was most gracious in 
its co-operation. A series of care- 





fully written articles, numbered in 
sequence, was given to the press 
and published for about two weeks 
in advance. Some davs two articles 
appeared, and _ frequently to 
heighten interest, these were ac 
companied by pictures of nurses 
at work in some department in 
one of the two hospitals. The- first 
article published carried the 
nouncement of ‘Nurses’ Tag 
Day”; this was followed by 
picture of the mayor and three 
registered nurses looking on as he 
signed the proclamation making 
September 17th ‘“Nurses’ Tag 
Day.” This in turn was followed 
by a picture of the tag itself and 
an explanation of what a scholar- 
ship is. 

Local business men sponsored 
a 16x7 inch advertisement giving 
information about nursing to high 
school graduates. The two clinics 
in Jamestown gave scholarships 
to the two schools; this was pub- 
licized, as it showed that the 
medical profession was in sym- 
pathy with the movement. Before 
this publicity had been long under 
way, the first application for 
financial help was received by one 
of the schools, and this was made 
public, as it was an indication that 
such help is sought by prospective 
nurses 

The day itself was most beauti- 
ful, and it seemed as if the whole 
countryside was out and in a 
spending mood. Nurses who sold 
tags were barely at their posts 
when they began to enjoy their 
positions, for bills began to pour 
into their boxes, generally accom- 
panied by some kind remark, such 
as, “a good cause,” or, “I might 
have to go to a hospital some 
day.’ Even the few who felt the 
could not contribute were cour- 
teous in their refusal 

A final article to the paper 
carried a vote of thanks to all 
who helped make the project a 
success and mentioned that the 
contributions went far beyond 
expectations 

Nurses of this community 
would like to see “Nurses’ Tag 
Day” made a national event. It 
is a very dignified way of soliciting 
help from the public and. at the 
same time, makes the people 
aware that they have a respon 
sibility in providing adequate 
nursing service 

Sister Olive, Trinity Hospital 











PRE- AND POST-OPERATIVE CARE OF 


SRAM OF BRONCHIAL TREE 


Carina 


Upper Lobe 


/ Bronchus 


BEFORE discussing the specific 
pre- and post-operative management 
of the patient undergoing a broncho- 
scopy, it might be well to consider 
the more common indications for 
bronchoscopy. The condition for 
which the bronchoscopy is performed 
will in many cases influence the prep- 
aration and care the patient should 
receive. 

Roughly, bronchoscopy is done for 
one of two reasons: diagnosis or 
treatment. The conditions in which 
bronchoscopy is valuable in making a 
diagnosis are: 

1. Bronchogenic tumors. 

2. Bronchiectasis. 

3. Lung abscess. 

4. Tracheo-bronchial tuberculosis. 

The conditions in which broncho- 
scopy is valuable as a method of 
treatment are: 

1. Removal of aspirated foreign 
bodies or foreign material. 

. Aspiration of secretions in atelec- 
tasis following operations or pneu- 
monia. 

3. Aspiration of lung abscesses. 

. Aspiration of bronchiectatic lungs. 

. Aspiration of secretion in some 
asthmatic patients. 

. Immediately after lung resections 
to clear the trachea and bronchi 
of accumulated blood and secre- 
tions. 


To enlarge a little on the above 
outline, I will explain briefly what 
the bronchoscopist expects to see in 
the various conditions. 


Procedure 

In the normal individual the bron- 
choscope is passed between the vocal 
cords which can be inspected briefly. 
The scope is then passed down the 
trachea which normally shows a red- 
dish pink mucous membrane stretched 
over the tracheal cartilagenous rings. 
The first landmark the bronchoscop- 
ist sees as he advances the broncho- 
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scope is the carina. The carina de- 
notes the division of the trachea into 
the right and left main bronchi and 
shows in the bronchoscope as a per- 
pendicular sharp spur. Any widening 
or distortion of this sharp spur is in- 
dicative of pathology. 

The scope is then passed down the 
right main bronchus. Just beyond the 
carina, on the lateral wall of the right 
main bronchus, the bronchoscopist 
sees another sharp spur in the per- 
pendicular direction which indicates 
the opening of the upper lobe 
bronchus. Ordinarily only the lower 
¥% cm. of this bronchus can be in- 
spected so that pathological condi- 
tions in this bronchus cannot be 
easily diagnosed. 

The bronchoscope is then advanced 
down the right main bronchus and 
the next landmark is the opening of 
the middle lobe bronchus. This open- 
ing presents a horizontal spur on the 
anterior wall of the bronchus. This 
bronchus is in a favorable position 
for inspection but it is too small to 
introduce the average bronchoscope. 
Just beyond the middle lobe orifice 
is the dorsal division bronchial open- 
ing on the posterior wall of the right 
main bronchus. The right main 
bronchus then divides into its ter- 
minal divisions. That is about as far 
as one can see in the ordinary bron- 
choscopy. The bronchoscope is then 
brought back to the carina and the 
left main bronchus entered. The in- 
spection of the left main bronchus is 
similar to the right except that there 
is no middle lobe on the left side. 


Limitations of Bronchoscopy 

From the above brief description, 
it will be seen that bronchoscopy is 
a very valuable procedure in the di- 
agnosis of diseases of the lungs and 
bronchi, but that it has its limitations 
in that careful inspection of the 
upper lobe bronchi cannot be carried 
out, and that pathological conditions 


which affect the lung far out in the 
secondary bronchi cannot be reached 
because the secondary bronchi are 
too small to admit the bronchoscope 
(Figure 1.) 

A bronchogenic tumor which in- 
volves the main bronchi can be seen 
at the time of bronchoscopy, and a 
specimen can be removed for ex- 
amination by the pathologist. How- 
ever, about 30 per cent of lung tu 
mors are located in the upper lobe 
or too far out in lung tissue to be 
visualized and, therefore, cannot be 
seen at bronchoscopy. There is other 
diagnostic information which can be 
obtained at bronchoscopy which will 
help in the diagnosis of lung tumors 
If the carina is widened, it is indica 
tive of enlarged lymph glands in the 
mediastinum which generally are due 
to tumor. If blood is seen to be ex 
uding from one of the bronchi, it 
is suggestive of a tumor deep in lung 
tissue. Also secretions can be sucked 
from the bronchus and sent to the 
pathologist who can often see tumo! 
cells in the secretion and make 4 
diagnosis of carcinoma. 

In bronchiectasis, bronchoscopy has 
diagnostic value because at the tim: 
of bronchoscopy pus can be sucke: 
out of the involved bronchus and i 
this condition the mucous membra! 
around the involved bronchial orifi 
is red and bleeds easily. Howeve 
the accurate diagnosis of bronchi- 
ectasis is made by injecting lipiod 
into the bronchial tree and taking 
X-rays which then show the outli! 
of the bronchial tree. 

In lung abscess the diagnostic pt 
cedure is similar to that for bronc!l 
ectasis. In some cases of lung absce 
drainage can be established throu: 
the bronchus at the time of bronch 
scopy which may cause the absce 
to heal. 

One of the important phases 
pulmonary tuberculosis is the 
volvement of the tracheo-bronch 
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tree with tuberculosis. This involve- 
ment takes the form of ulceration of 
the bronchial mucous membrane with 
later scarring and narrowing of the 
bronchus. It is important before start- 
ing such treatments as pneumothorax 
yw thoracoplasty, etc. to know how 
nuch the tracheo-bronchial tree is 
nvolved. It used to be customary to 
reat the tuberculous ulcerations with 
ilver nitrate. However, streptomycin 
1as proven to be so much more effec- 
tive in treating this condition that 
he uses of local application to the 
ilcers is not being done in most cases. 


Removal of Foreign Bodies 

From the standpoint of treatment, 
he removal of foreign bodies from 
ie bronchi is the most important 
nd spectacular field of bronchoscopy. 
\spirated foreign bodies can almost 
always be removed with the broncho- 
scope if the removal is undertaken 
early before tissue reaction occurs 
around the foreign body. Removal 
results in cure of the patient if the 
foreign body has not been present 
long enough to cause infection with re- 
sulting bronchiectasis or lung abscess. 

More and more we are realizing 
that patients may not do well after 
major operations because they get 
thick plugs of mucous in their bronchi 
which prevent air from passing freely 
in and out of the lung. This results 
in elevated pulse rate and high fever. 
If this thick mucous remains, it may 
result in serious complications such 
as pneumonia, lung abscess, etc. In 
most cases, by encouraging the pa- 
tient to cough, this mucous can be 
coughed out but in some cases it is 
necessary to bronchoscope the patient 
to aspirate this thick mucous. This 
condition is called postoperative ate- 
lectasis. 

Some asthamatic patients have seri- 


Figs. 2 and 3. 


ous difficulty because the bronchi be- 
come narrowed preventing the air 
from being freely expelled from the 
lung. When this narrowing persists, 
a thick stringy mucous forms, further 
increasing their difficulty. In these 
patients, the asthmatic attack can 
often be relieved by bronchoscoping 
the patient. At the time of bron- 
choscopy the mucous membrane is 
shrunken by the application of co- 
caine and adrenalin to the mucous 
membrane and the thick string) 
mucous aspirated. Air is then able 
to pass more freely in and out of 
the lung and the asthmatic attack 
relieved. 


Nursing Procedures 

With this brief review of the rea- 
sons for bronchoscoping patients, we 
will consider some of the specific 
nursing procedures which should be 
carried out in preparing a patient for 
bronchoscopy and caring for the pa- 
tient after he has been bronchoscoped. 

One of the most important ad- 
juncts to a successful bronchoscopy 
is to have the patient relaxed. The 
reason that relaxation is so important 
is that a bronchoscope is a straight 
rigid instrument and, therefore, the 
patient’s trachea and bronchial tree 
must be made to form a straight line 
by moving his head and neck, since 
the tracheo-bronchial tree does not 
naturally form a straight line. If the 
patient is rigid and tense, it is im- 
possible to maneuver his head and 
neck into the proper position. For 
that reason, it is important that the 
nurses in attendance should put the 
patient at ease as much as possible 
In addition, a sedative such as nem- 
butal gr. 1%, the night before will 
do much to relieve his tenseness. 

The morning of bronchoscopy, 
breakfast is omitted because gagging 


proc edure 
very dif 


or vomiting during the 
would, of course, make it 
ficult or impossible. 

The patient should also be en- 
couraged to cough before going for 
bronchoscopy to decrease the amount 
of secretion that will be encountered 
at the time of bronchoscopy. This is 
particularly true of 
bronchiectasis or lung 
have copious amounts of sputum. In 
some of these patients it is well to 
have them 
the bed and cough to empty out pus 
and which 
in the lower part of the lung. 

Sedation bronchoscopy _ is 
very important. A barbiturate 
as nembutal is given about an 
to an hour and a half before broncho 
scopy. The barbiturate is given for 
two First, it 
patient's apprehension 


patients with 


abscess who 


lean over the edge of 


secretions have collected 
before 
such 
hour 


reasons. decreases the 


and allows 
him to be more relaxed and co-opera 
tive. Secondly, the barbiturate is help 
ful in preventing reaction to the local 
anesthesia which is 
the larynx and trachea 

Morphine and atropine are given 
about one half hour before the bron 
choscopy. The morphine decreases the 
cough reflex, helps to relax the pa 
tient, and lessens the discomfort of 
the procedure. 
the amount of secretion in the bron 


used to deaden 


lhe atropine lessens 


chial tree and also helps to stop re 
flexes of the vagus nerve. These vagus 
nerve reflexes in some patients may 
be very serious in that they 
produce irregularity of the heart or 
even cause the heart to stop beating 


ma\ 


Care After Bronchoscopy 
After the patient 
room following bronchoscopy, there 


returns to his 


is only one important thing for the 
nurse to The patient 
should not be allowed to eat or drink 


remember. 


Left Hand: Lipiodol in the lateral view showing extensive saccular bronchiectasis 


Right Hand: Bronchial tree filled with lipiodol on the right side showing cylindrical bronchiectasis 
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for two hours. The reason for this 
is that the patient’s throat has been 
anaesthetized and he will not be able 
to tell whether food or water have 
gone into the trachea rather than 
being swallowed. Also, while the an- 
aesthesia is still present, if food or 
water do get into the trachea, he will 
not be able to cough them up satis- 
factorily. 

When the patient returns to his 
room, he should be encouraged to 
cough up secretions which have been 
stirred up during the bronchoscopy. 
In some cases, especially if a biopsy 
has been taken, there will be some 
blood in the sputum coughed up. This 
should not be alarming unless it is 
a very large amount such as two or 
three ounces of blood. A patient will 
generally cough more effectively in 
a sitting position so if the cough is 
distressing the patient should be put 
in a semi-Fowler’s position. 

Signs of serious trouble which may 
develop in a patient after broncho- 
scopy are: (1) severe bleeding; (2) 
cyanosis or very difficult breathing: 
(3) very rapid pulse; (4) presence 
of subcutaneous air in the neck. The 
latter generally means that the bron- 
chus has been perforated and air has 
leaked into the mediastinum and then 
found its way into the neck. In such 
patients the mediastinum should be 
drained surgically. 


Bronchography 

The purpose of bronchography is 
to introduce a _ radio-opaque sub- 
stance into the bronchial tree so that 
X-rays will show abnormalities of the 
bronchial tree which cannot be dem- 
onstrated in the ordinary chest X-ray. 
The method of showing the X-ray 
picture of the bronchial tree is par- 
ticularly valuable in bronchiectasis 
since bronchiectasis is primarily a 
disease of the terminal bronchi. In 
this disease the terminal bronchi be- 
come dilated and filled with pus. This 
does not ordinarily show on the flat 
X-ray of the chest. (Figures 2 and 
ke 

Tumors, cysts, and abscesses can 
also be detected in some cases and 
their relation to the bronchial tree 
demonstrated. Lipiodol is ordinarily 
used because it is not irritating and 
will flow easily into the bronchi. It 
should be mentioned that the lipiodol 
should not be heated above room 
temperature because if it flows too 
freely, it will fill the alveoli so that 
the bronchi will be obscured as the 
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leaves obscure the branches of a tree. 
There are various methods of intro- 
ducing the oil. Probably the best 
method is to introduce a catheter 
through the bronchoscope at the com- 
pletion of a bronchoscopy and then 
take the patient to the X-ray room 
and introduce the oil. This method 
has the advantage of doing two pro- 
cedures under one local anaesthetic 
and also the bronchi have just been 
sucked out so the oil can run into 
the bronchi more easily. 

However, if a bronchoscopy is not 
indicated, the patient’s throat can be 
anaesthetized as for bronchoscopy 
and a catheter introduced into the 
trachea and oil run into the bronchi 
through the catheter. Still another 
method is to anaesthetize the throat 
as for bronchoscopy and drip the oil 
into the trachea over the back of the 
tongue. If this method is used, the 
patient must be postured to permit 
the oil to enter the various lobes as 
desired. A method used in England 
and Europe but not often used in this 
country except in infants is to in- 
troduce a needle into the trachea 


through the neck and then inject the 
oil through the needle. 

In any of these methods one thing 
is important and that is to have the 


X-ray room ready so that the oil can 
be injected and X-rays taken with 
the least possible delay. The reason 
for this is that delay will allow the 
anaesthetic to wear off and the pa- 
tient will cough forcing the oil out 
into the alveoli making the X-ray 
difficult to interpret. The other rea- 
son for avoiding delay is that when 
the lobes are filled, if the X-rays are 
not taken at once, the oil will run 
out of the upper lobes into the lower 
lobes. 

The postoperative management of 
patients after bronchography is the 
same as after bronchoscopy. The pa- 








“MEN IN WHITE” 

BECOME “MEN IN GREEN” 
Following a new trend, St. 

Joseph's Hospital, Fort Worth, 

Texas, is now using a soft 

shade of green for its opera- 





ting rooms. The color scheme 
is carried over into the drapes, 
sheets, operating gowns, caps 
and masks. Purpose of the 
new colors is to relieve eye 
fatigue and strain caused by 
the glaring white which has 
been standard in operating 
rooms. 

















tient should be encouraged to cough 
up as much oil as possible after the 
X-rays have been taken. Ordinarily 
it takes from two to four weeks for 
the patient to cough up most of the 
oil, some will remain even longer. For 
that reason, surgery such as lung re- 
section is generally delayed for about 
three weeks after bronchography un- 
less the surgery is urgent., 


Conclusions 

Bronchoscopy and bronchography 
are very useful procedures in the 
diagnosis and treatment of certain 
lung conditions. They are not major 
operations but can be dangerous if 
attention is not given to some of the 
important details. From the nurse’s 
standpoint, the important details are 
properly preparing the patient so that 
he is relaxed both mentally and phys 
ically by reassuring the patient anc 
giving him the proper medication 
Also after the bronchoscopy, the nurs 
ing care is important for the first tw 
hours when he could get into trouble 
from aspirating material into the 
bronchial tree. 

The operating room procedure is 
not taken up in this article, but | 
know of no operative procedure ii 
which the scrub nurse has more re 
sponsibility and more to learn tha: 
in bronchoscopy. In a major opera 
tion, if the nurse is not familiar with 
the operation, the surgeon or assistan! 
surgeon can stop and show the nurs¢ 
what to do next, but in bronchoscop) 
the nurse is entirely on her own, The 
reason for this is that the broncho- 
scopist cannot look away from the 
bronchoscope without losing his re- 
lations and the effectiveness of the 
bronchoscopy. Also, if he does look 
over to see what instrument he should 
use, he cannot tell accurately be- 
cause his eyes are not accommodated 
to the darkened room since he has 
been looking into the brighter light 
of the bronchoscope. Furthermore. 
the instruments are much more deli- 
cate than ordinary surgical instru- 
ments, and a nurse not familiar wi!! 
them can ruin the instruments 
handling them, which is not only «\- 
pensive but dangerous because it ! 
a serious matter to have an inst 
ment break off in a bronchial tree 

Every hospital in which bronc 
scopies are done should have « 
nurse trained in the procedure w « 
handles all the bronchoscopic inst 
ments and scrubs for all bronc!0- 
scopies. 
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‘The Hospital pblse Genefite 


Wise Promotions €g«a¢ Happier Employees 


THE various hospital journals 
lite often contain enlightening 
aterial on personnel relations. Few, 
any of the articles, have ade- 
quately discussed or incorporated the 
pect of personal promotion either 
: an implied or integral part of the 
personnel relations problem. And yet, 
naturally speaking, the idea of ambi- 
tion is one of the most normal and 
natural desires of a progressive indi- 
vidual. So acute, essential, and desir- 
able is the urge for promotion, that a 
definite study of its various phases is 
really necessary. The formation of a 
definite policy in regard to personal 
promotion would be a splendid asset 
in the hospital field and the study 
would be particularly helpful to in- 
dividual institutions. 


Promotion on Merit 
It is important, though, that the 
prospective employee is not sold on 
the fact that he will be promoted 
without explaining it is on the merit 
or value of his services. Vacancies 
are inevitable. Death, removal from 
office for several reasons, or the open- 
ing up of new facilities, make changes 
in personnel effective. The “ranks” 
is a vital field for promotions; it is 
from among the active rank and file 
that the step-up individuals are most 
often found. As in all sound moral 
dealings, personal prejudices or favor- 
itism have no place. There should be 
a definite policy regarding hospital 
vacancies, and promotions should not 
deviate or vary from the principles 
ein formulated. 
he hope for advancement is not 
a healthy, natural mental state; 
also a most practical incentive 
etter work from the smallest job 
he complicated intricacies of or- 
zed departments. There must of 
ssity be a wide range between the 
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minimum and the maximum salary or 
remuneration for any particular job 
or position. This salary range is 
fundamental for the creation and de- 
velopment of the promotion incentive. 
Promotion as such, does not, how- 
ever, necessarily mean a higher sal- 
ary. There are instances where pro- 
motion may be simply a recognition 
of ability in a new situation; under 
these circumstances it is probable 
that a greater measure of authority 
or more pleasant working conditions 
are enjoyed by the individual. 
There is, for example, the case of 
a particular nurse who was trans- 
ferred to a newer and modernly 
equipped department. Her 
diet kitchen maid was also permitted 
to enjoy the latest facilities and to 
remain with her supervisor. Although 
neither received a salary raise, they 
were both admirably repaid for the 
faithful performance of duty by the 
pleasure and satisfaction they en- 
joyed in the new department. 


service 


Rating Sheet an Aid 
A rating sheet is a practical and 


important asset in helping to dis- 
cover those most worthy of promo- 
tion. This sheet will be valuable only 
in so far as it is a continued process 
The supervisor or person W ho works 
intimately with the worker should 
record his estimate semi-annually or 
at least annually. The longer and 
more consistently this is done, the 
more effective will be the rating. But, 
in order to make the rating sheet a 
practical basis for advancement, em- 
phasis must be placed on the personal 
value of the worker as evidenced in 
the manner by which he applies him- 
self to his work. The varying shades 
of personality are not 
ered here as they 


to be consid- 
do not affect the 
integrity of either the worker or his 
job. The personal element, as such, 
may never be neglected 

The rating of the individual should 
combine with the job rating in order 
to establish a proper scale with which 
to work. Merit rating is applied to 
the individual while job rating is con- 
cerned with the effect on the worker 
and the factor of involved tools. An 
employee who is conscious of a posi- 
merit rating and a good job 
analysis has a double incentive for 
bettering himself and his position 
The rating sheet with its implied job 
and merit rating must be considered 
confidential, since they are so very 
personal and since so much depends 
upon them. 

Higher professions require special 
studies. If one has the basic qualifi- 
cations, there is no reason why he 
cannot go along with requirements 
specific or peculiar to the promotion 
being sought, when and where train- 
ing is needed. 

A registered graduate nurse started 
out as a head nurse, then became de- 
partment supervisor, going on to in- 
structing in nursing arts. At present 
she is assistant director of nursing 
service. 


tive 





Promotion Beyond Ability 

May Be Harmful 

On the other hand, the individual 
must never be promoted beyond his 
ability to perform his work efficiently 
and intelligently. To assume an as- 
signment which one is not capable to 
fulfill is a demotion rather than a 
promotion. I have a particular case 
in mind in this regard: It is that of 
a girl who was a very good worker in 
housekeeping and in the dietary de- 
partments. When this young lady was 
promoted to nurses aid she was most 
inefficient because she failed to 
demonstrate the tact, personality or 
social ability so necessary for those 
who must mingle with or meet the 
public. 

As a temporary respite from her 
embarrassing position, the girl left 
the employment of the hospital. Some 
time later she returned to assume her 
previous duties as a dietary worker. 
In this capacity she is rendering 
splendid service in a most excellent 
and satisfactory manner. The study 
of the individual is therefore most 
important, and great care should be 
exercised that he is not promoted 
beyond his ability. 


Use of 1.Q. Tests 

To supplement what has been said 
already, I should like to mention the 
aptitude or 1.Q. test as one indica- 
tion of a person’s place in your in- 
stitution. Those with an I.Q. below 
90 have poor reasoning powers and 
should therefore be given repetitive 
tasks, such as feeding flat work ironer 
or working at presses. Those rating 
from 90 to 100 or more can form 
more logical decisions and they may 
be more successfully placed as fin- 
isher, marker, or sorter, etc. 

Loyalty is a vital matter for con- 
sideration in regard to personnel pro- 
motions. When and where the man- 
agement takes care to develop a 
personal interest and a personal touch 
with employees, one eliminates to a 
great extent the possibilities of dis- 
loyalty. When an individual likes his 
work and is honestly interested in its 
progress, he rather unconsciously will 
reveal one or another native capacity 
which may otherwise remain undis- 
covered. This latent talent may be 
just the element for personal promo- 
tion and the institution will undoubt- 
edly gain by assisting such a person. 

With the proper evaluation of one’s 
talents and the right sort of ambition, 
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the employee is capable of producing 
efficiently both quantity and quality. 
Stability and dependability must like- 
wise be present. A spasmodic, emo- 
tional worker is more a hazard than 
a help in an institution where regular- 
ity and sincerity are so vital for the 
life of the organization. 


“Dead-End” Jobs to Be 

Avoided 

Hospitals furnish a fertile field for 
the working out of job specifications. 
In the various departments even 
those who are less skilled may ascend 
step by step from a lower to a higher 
grade. This classification scheme is 
most encouraging to the worker and 
it will create the incentive to further 
his study of the factors involved. 
Helpful material of this nature should 
be made available in handbooks for 
the benefit of those employed. 

There is no justification for the 
“dead-end” job unless it be the phys- 
ical indolence or the capacity of the 
individual in question. A man em- 
ployed in the laundry would take all 
clothes to the laundry, sort them, and 
take the bundles. Then because of 
age and ill-health he was required 
only to sort the clothes — yet his in- 
terest still remains associated with 
the laundry. 

It must-seem like repetition for 
me to assert once again that there are 
different promotional steps in various 
jobs. For instance an orderly in a 
department might be promoted to be 
a supervisor of a group of orderlies. 
The work of the group concerned 
may be merely that of taking care of 
orthopedic or urological cases on a 
certain floor. A further step for the 
ambitious orderly may be his assign- 
ment to work in the operating room 
as an orderly for the special cases 
already mentioned. There is the 
further possibility of his being eligible 
for the position of assistant pharma- 
cist. 

Another promotion I think of was 
that of a young man working as an 
orderly under the G.I. program. From 
this position he has been advanced 
to student training to be an X-ray 
technician. His personality and abil- 
ity seemed to qualify him for this 
change. 

As a further illustration, one might 
take the case of the ordinary kitchen 
worker who has come in as a maid in 
the service kitchen. For her first step 
she may successfully become an as- 
sistant in a diet kitchen. Later, as her 


intelligence and ability warrant, she 
may be put in charge of several diet 
kitchens. In a somewhat similar 
aspect, a good wall washer might be 
trained to do painting and general 
decorating. 


Ability, Not Seniority, 
Gauge for Promotion 

Seniority is used to a great extent 
in determining promotions in indus- 
try. But this is definitely not the best 
means of promotion in a hospital be- 
cause by this criteria an unskilled 
worker may be assigned to fill a given 
need. It is, for the most part, admir 
able to consider seniority — all things 
being equal; but when it is made the 
sole basis for promotion it becomes : 
straight jacket — ability must alway 
be stressed. 

In all our relations with individual: 
we should keep in mind the inheren’ 
dignity of man whom God has en 
dowed with free will and made to His 
own image and likeness. This sacre: 
ideal or consideration of the averag 
worker among us will help us to kee) 
our ethical standards in balance. W: 
are dealing with people whom God 
has destined to live eternally with 
Himself. Suppose some of them are 
endowed with a minimum of intel- 
ligence — then, I should say, it is 
clearly our duty to render them even 
more assistance in working out their 
salvation than we might ordinaril) 
give. 

This is by no means complement- 
ing or changing the content which 
has already been presented to you 
It is merely a reminder that our 
ethical standards may not become an 
economic matter of rigid, inviolable 
laws without relation to human needs 
or happiness. There is enough work 
for all and each person is more satis- 
fied and more efficient when he is 
serving in the capacity in which he 
is most capable. 

In this standardized, mechanized, 
and super-scientific age in which we 
live, those of us who witness life and 
death as every-day occurrences «re 
sometimes branded as being stoic 
even cold. The warmth of chart 
as Christ exercised it when He w 
among the sick should color the li.¢ 
and social relations of all who se 
in Catholic hospitals. Every wot 
in our hospitals is a member 
Christ’s Mystical Body just as « 
patient is. 

There are times when some of 
employees are not capable of pro 
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CHRISTOTHERAPY 


THROUGH BOOKS 
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A LIBRARY especially selected 
patients is a comparatively new 
eld in book service. Most private 
ispitals have some library service 
hich is given once or twice a week 
ith the prime purpose of entertain- 
ing or occupying the patient. Every 
worthwhile library has the purpose 
o! leading toward good. A Catholic 
library should have as its primary 
purpose the strengthening of the soul. 
In a Catholic hospital library, there 
is an even greater opportunity for 
spiritual helps. This opportunity is 
made possible because the librarian 
is influencing the sick. And because 
a sick person has cause to consider 
his way of life impressions received 
in the hospital will penetrate deeply. 


Bibliotherapy and Christotherapy 

Sister Isabel, S.D.S., has found a 
more fitting term for bibliotherapy. 
She calls it Christotherapy. The work- 
ing tools of Christotherapy are a 
librarian, books and periodicals. The 
success of the work depends upon the 
quality of the books and the librarian 
and the spirit provided for the pa- 
tients by the hospital. The object of 
a person’s interval in a hospital can 
be the healing of mind and spirit as 
well as of the body. His hospital stay 
can be a state of confusion, or it can 
be a time of retreat. 

lhe librarian, of course, must have 
the same ideals as those of Chris- 
totherapy. With such goals in mind, 
she then can go about her means to 
those goals. She must, first of all, 
know her books. She must know them 
thoroughly because she is perscribing 
for the soul. Having achieved the 
task of knowing her books, the 
librarian must further achieve the 
greater task of knowing the patients. 


This undertaking, of course, cannot 
be as thorough as would be desired. 
Examining the patients’ charts, hav- 
ing daily contact with the chaplain 
to learn of any religious problems, 
consulting the supervisors and nurses 
on the floors for any interests or needs 
of the patients are active, resultant 
factors toward Christotherapy. Most 
important is the contact with the pa- 
tient himself. To be vitally interested 
in the faiths, hopes and charities of 
a number of strange people each day 
is a challenge. 


Books Are Tools 

To work in the Mystical Body of 
Christ, tools of quality are needed. 
A book of quality for a person of 
average intelligence is indeed rare. 
Nevertheless, a book that is worth- 
while must be the only answer to a 
patient’s request. It is surprising how 
many lay people will request and 
read a spiritual book. However, they 
are more likely to select them if they 
can see them. For this reason, a hos- 
pital book cart is indispensable. Per- 
haps a patient is interested in garden- 
ing and wishes to read a iittle about 
it. Having gained the librarian’s con- 
fidence through a discussion on gar- 
dens, he may see the book, Our Lady 
of Fatima, and wonder about its mes- 
sage. His curiosity leads him to read 
about Fatima and learn ‘“‘what it is 
all about,” and his enthusiasm may 
be spread to his family and friends. 

The books of a hospital library 
must have at least average or large 
size print. A bulky book, in like 
manner, cannot be easily handled by 
patients, or a lengthy one readily 
digested. Such books are profitable 
to hospital personnel, but the selec- 
tion must be chosen with regard to 


its workableness for patients and 
personnel. 

In most hospitals the late morning 
hours are most suitable for book cir- 
culation. The patients are through 
with morning have seen the 
doctors and are not occupied with 
visitors. They are rested and ready 
for the day. Hence, they are grateful 
for the new interests aroused through 
the reading material chosen from the 
book cart. 

The results of Christotherapy are 
seldom tangible in a big way, but 
they are truly steps to conversion 
and helps for fallen-away Catholics 
The hospital averages about one con- 
vert a month, and one stray member 
returns a week. The librarian 
not always hear, see, or know what 
her efforts are accomplishing. How- 
ever, the chaplain, the Sisters, the 
nurses and the nurse aides do hear, 
see, and know how the reading is 
completing its mission. 

As an example, a non-Catholic pa- 
tient picked up a periodical called 
Faith which had been placed in 
the sunroom by the librarian. Dur- 
ing thirty vears of marriage to a 
Catholic, no one mentioned religion 
to him because they feared forcing 
Catholicity upon him. After reading 
the articles in the magazine, he dis- 
closed his findings to the sister on 
duty and declared that at last he had 
the opportunity to discover the truth 
Why, he wondered, was this not ex- 
plained to him sooner? 

Another patient, who immediately 
built up a wall toward the hospital 
library with, “I don’t want any of 
that religious stuff.” after months of 
suffering asked for meditation books. 
for lenten sermons and for the lives 
of the saints. 

The force of Christotherapy in the 
reading of the sick is not something 
to be grasped in statistics. How- 
ever, examples like those related 
continue and renew faith in Chris- 
totherapy. Organized patients’ librar- 
ies are necessary. They are Catholic 
Action. 


cares, 


de cs 





tion because they are either spir- 
itually or emotionally sick. A little 
kindness and personal interest is a 
“cure-all” which few can resist. Try 
using the honey of daily encourage- 
ment and an expression of apprecia- 
tion for all services rendered by those 
in the working ranks. You will be 
surprised how your efforts will be re- 
warded in a material way and, what 
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is of infinitely more value, you will 
merit hearing from the lips of Christ 
His personal expression of thanks, 
for He has said that even a cup of 
cold water given in His name shall 
not go unrewarded. 
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Group Dynamics and the Mentally Ill 


A study of patients’ reactions 
to “social contact” therapies 


THE increasing complexity of 
human society makes it ever more 
obvious that man is a social being 
and is dependent upon his fellow- 
men for the fulfillment of his funda- 
mental needs. Sociability has become 
a criterion for normality as well as a 
social asset. Today “the group” is in 
the spotlight. 

A group may be defined as an ag- 
gregation of three or more persons in 
an informal face-to-face relation, in 
direct and dynamic interaction with 
one another. Group dynamics, then, 
is the adaptive interaction which 
occurs among the members of any 
group. 

Social psychologists have studied 
the subject of group dynamics in 
great detail, and have observed that 
although members of groups retain 
their individuality and freedom of 
will, group behavior is something 
more than a summation of the be- 
havior of each of the individuals in 
the groups. There is a reciprocal in- 
terplay of behavior among the mem- 
bers of groups which leads each in- 
dividual to control and direct his acts 
in terms of what others expect of 
him. Such expectancy is fundamental 
to fixity and regularity of habits, at- 
titudes, and ideas, and hence funda- 
mental to predictability of behavior 
and to its control. This observation 
has important implications in the 
fields of psychiatry and psychiatric 
nursing, where the problem of be- 
havior-modification is a major one. 
The various forms of group therapy, 
some of which are described here, are 
the mediums through which group 
dynamics can be utilized in the treat- 
ment of the mentally ill. 


Group Psychotherapy: Meaning 
and Function 
Group psychotherapy is a discus- 
sion technique in which a number of 
patients talk over their problems, 
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frustrations, fears, wishes, and hos- 
tilities in the presence of a therapist. 
It should be used as an adjunct to 
other forms of psychotherapy and not 
to replace them. The group situa- 
tion has the effect of stimulating the 
verbalization of problems and 
thoughts that can:be used with profit 
in treatment. 

The method of approach in group 
psychotherapy depends entirely upon 
the therapist, who is usually a psy- 
chiatrist. A pleasant, informal atmos- 
phere should prevail at all sessions. 
An effort is made to have the ther- 
apist as inconspicuous as possible, 
although he actually controls the 
situation and suppresses any aggres- 
sive behavior. His aims are to con- 
trol worry, explain, give assurance, 
and induce suggestions. Besides being 
beneficial to the patients, this tech- 
nique contributes to the growth of 
the psychiatrist by helping him to 
recognize his limitations. 

The nurse caring for the mentally 
ill should be so familiar with the 
principles and techniques of group 
psychotherapy that she may foster 
the continuance of the situation on 
the ward even after the formal 
session has been concluded. When 
such a condition exists, the custodial 
atmosphere changes to one of active, 
personal treatment. The morale of 
both patients and workers is thereby 
improved. 

In order to cultivate a proper ap- 
preciation of the technique, in-service 
education programs would have to be 
established to explain the relation- 
ships and goals that are being striven 
for. Thorough understanding of the 
technique and of the underlying 
principles would stimulate interest 
among the personnel and give them 
the necessary. self-assurance so that 
they could, in turn, affect the 
patients. 

Closely allied with the discussion 


method of group psychotherapy i: 
the technique of psychodrama, intro 
duced by Dr. Moreno. This methox 
utilizes the theatre to bring the in 
dividual to fullest expression in a1 
experimental situation. By dramati 
zation of the highlights of variou 
cases, the patient is given a pano 
rama view of his own difficulties 
Through materialization of his imag 
inary world the mental patient gains 
a new feeling of acceptance and seli- 
assurance, while crystallization of his 
vague fears and anxieties enables him 
to accept and face them. The patient 
is not permitted to fail in his first 
attempts to cope with his problems; 
the worker must sense his insecurity 
and support him. The simple realiza- 
tion that the nurse will not “let him 
down” makes the patient more ame- 
nable to treatment. 

Psychodrama, if it were more fully 
understood by nurses and attendants, 
could be utilized to great advantage 
in the ward situation. Demonstra- 
tions of and participation in such 
activities with good constructive 
supervision would aid the nurse in 
interpreting behavior and managing 
the patients more therapeutically. 
Much could be gained in relation- 
ships among personnel, and also be- 
tween personnel and patients. Fur- 
thermore, psychodrama would give 
the nurse an opportunity to do some 
constructive self-analysis. Throuzh 
its use she could learn to recogn ze 
her limitations and her assets. ‘he 
resulting gain in_ self-confidevce 
would enable her to adjust more r :p- 
idly and sucessfully to situations 
that arise on the ward. 


Another Method: Dance Thera; y 
Dance therapy is another “grou 
method” which is gaining in p 'p- 
ularity as its potentialities are be ng 
more fully recognized. It provide: 4 
safe, permissible way for patient- to 
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elate to others. Conversation in con- 
inction with the rhythm lessens the 
ihibitions accompanying creative 

hysical action and is, besides, a 

eans of good mental catharsis. The 

atients’ enthusiasm and activity are 
imulated when doctors, purses, or 
tendants participate in the dancing. 
he aims of dance therapy are phys- 
i al action in harmony with a group 

d relaxation of tension. Through 
t e use of rhythm in movement the 
t erapist helps to re-educate the pa- 
tent in timing his acts, regaining 
paysical and emotional control, and 
c ping with frustration. In addition, 
tie patient is given opportunity to 
release all his resentments and hostil- 
ites through action instead of by 
verbal expression. 

As a vehicle for group therapy, as 
well as an “appeaser” of the status 
guo of the hospital atmosphere, music 
has proven to be quite valuable. It 
serves as a source of individual emo- 
tional relief and as a medium of self- 
expression and ego-aggrandizement. 
In group singing, such factors as in- 
spiration, self-discipline, friendship, 
and group solidarity are cultivated. 

Occupational therapy is another 
form of treatment wherein emotional 
tension is released and antisocial 
tendencies, particularly aggressive 
behavior, are sublimated. Through 
developments of creative talents, self- 
confidence and self-esteem are re- 
established. Conducted as a group 
activity, occupational therapy creates 
a social atmosphere, promotes a spirit 
of co-operation, and develops group 
responsibility. In order to co-operate 
intelligently the nurse should appre- 
ciate the value of this type of therapy 
and should know the general and spe- 
cific objectives of the plan that is 
being carried out. 


Other Applications Possible 

Opportunities for utilizing the 
therapeutic potentialities inherent in 
group dynamics are practically un- 
limited in the psychiatric hospital. 
Oniy a few of the more widely used 
techniques have been discussed here; 
group interaction, however, is opera- 
tive wherever there is a group. The 
tas’: of the nurse, as well as of the 
psychiatrist — and, in varying de- 
gres, of all who work with mentally 
ill »atients— is to direct this inter- 
acton toward therapeutic goals. 
More thorough education of person- 
nel along these lines is needed so 
tha: opportunities for utilizing group 
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dynamics can be recognized and em- 
ployed. Close co-operation among the 
personnel is also a sine qua non if 
consistent results are to be obtained. 

Though the personnel has an im- 
portant role to play in the group 
therapies, the significance of the pa- 
tient-patient relationship must not be 
overlooked. Through intelligent plan- 
ning and careful placement in groups, 
patients can become valuable “ther- 
apeutic agents” in the psychiatric 
hospital. 

Although an appraisal of the 
present status of group activities in 
the psychiatric hospital might be 
valuable as the basis for future de- 
velopments, the impossibility of 
creating a controlled situation from 
which other factors are excluded 
makes it difficult to arrive at an ob- 
jective evaluation of group activities 
as therapy. However, because of the 
peculiar nature of mental illness, 
there is some probability that con- 
valescent patients themselves might 
be more capable than anyone else of 
evaluating the various forms of ther- 
apy used. 


Testing Results of Method 
In order to ascertain the opinions 
of patients in regard to the value of 
group activities as therapy, forty in- 
terviews were conducted with con- 
valescent patients in the Men’s and 
Women’s Receiving Services at Saint 


Table |: 


Neither therapeutic nor traumatic 


Table II: 


Elizabeth’s Hospital, Washington, 
D. C. The patients studied had par- 
ticipated in an average of four types 
of group activities (e.g., group psy- 
chotherapy, psychodrama, dance 
classes, art classes, occupational ther- 
apy, group singing, etc.), and had 
shown definite signs of improvement 
during their period of hospitalization. 

Aside from these qualifications, the 
patients interviewed represent an un- 
selected group. The fact that only 
convalescent patients were contacted 
somewhat limits the value of the con- 
clusions. If it had been practicable 
to ascertain the opinions of patients 
whose condition had not improved, 
it is possible that they might have 
considered group activities useless or 
even traumatic. This limitation must 
be kept in mind in interpreting re- 
sults. However, the consistency and 
enthusiasm with which the conva- 
lescent patients attested to the thera- 
peutic value of group activities makes 
the possibility of any traumatic 
effects seem very doubtful. 

The following questionnaire was 
used as a guide in securing the de- 
sired information: 

1. In what group activities has the 
patient participated? 

2. What were his feelings toward 
the groups? (e.g., “belonging,” in- 
ferior, superior, etc.) 

3. In the patient’s opinion, were 
group activities therapeutic, trau- 


Patients’ feelings toward the group. 


Patients’ evaluation of group activities as forms of treatment 





matic, or indifferent as far as his 
recovery was concerned? If thera- 
peutic, in what ways? If traumatic, 
in what ways? 

4. Was any specific type of group 
activity particularly helpful? If so, 
why? 

In conducting the interviews an in- 
formal, conversational method was 
employed, the questions being used 
only as a guide. The purpose of the 
interview was explained to each pa- 
tient in order to secure co-operation, 
and the inquiries were worded in such 
a way as to be readily understood by 
the patients. 

Question 1: “In what group activi- 
ties has the patient participated?” 
This was used merely to ascertain that 
the patients interviewed had parti- 
cipated in a sufficient variety of ac- 
tivities to warrant their inclusion in 
the survey. 

Question 2: “What were his feel- 
ings toward the groups?” The pa- 
tients’ responses have been tabulated 
under six headings, and are shown in 
Table I. 

Table II represents a tabulation of 
the responses to the question: “In 
the patient’s opinion, were group 
activities therapeutic, traumatic, or 
indifferent as far as his recovery was 
concerned?” 

The seven patients who considered 
group activities as neither therapeutic 
nor traumatic stated that they had 
enjoyed the activities and had de- 
rived some satisfaction from them, 
but did not believe that they had 
been of any significant value in has- 
tening recovery. It is interesting to 
note that several of these patients 
were definitely lacking in_ insight. 
These felt that group activities had 
not influenced their recovery because 
they were “not mentally ill in the 
first place.” 

There is a rather high correlation 
between an attitude of “belonging” 
and therapeutic effectiveness. Atti- 
tudes other than “belonging” were 
expressed relatively more frequently 
by those patients who did not con- 
sider the group activities therapeutic 
than by those who did. This cor- 
roborates the statement of Bettel- 
heim and Sylvester that “the group 
can exercise therapeutic influence on 
the individual only where group 
members have entered into inter- 
personal relationships with each 
other.”’ 

It was noted in the interviews that 
those patients who considered group 
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activities promotive of recovery had 
some difficulty in expressing their 
reasons for this. If the interviewer 
had “prompted” or made suggestions, 
more responses could undoubtedly 
have been elicited; however, this was 
avoided lest the results of the study 
be modified through the influence 
upon the patients of the interviewer’s 
preconceived ideas. The responses 
that were elicited were variously 
worded, and it would be obviously 
impractical to list them verbatim. 
They can be conveniently categorized 
under the six headings found in Table 
IV. “Promotion of healthy thinking” 
includes development of interest, in- 
duction of cheerful moods, preclusion 
of fret and worry, and reduction of 
egocentrism. “Socialization” includes 
helping the patients to relate to other 
people and to cope with social situa- 
tions. “Provision for satisfying ac- 
tivity” refers to occupation of time 
by useful and/or enjoyable activity. 
‘Release of tension” refers to promo- 
tion of relaxation. The other headings 
are self-explanatory. 

Table IV is based only on the re- 
sponses of the thirty-three patients 
who considered group activities ther- 
apeutic. It will be noted that the 
totals amount to more than the total 
number of patients involved. This is 
accounted for by the fact that most 
of the patients gave more than one 
reason for their opinion. 


" et ease 


Belonging," with some: 
edegree of uneariness = 


ESuperior, with helvful 
fattitude toward others 


uperior, annoyed by other 3 


Unknown (Patient could 
not ex h ttitude) 


Table Il: 


Patients Have Little Preference for 

Any Type of Group Dynamics 

Question 4: ‘Was any specific type 
of group activity particularly help- 
ful?” This was answered negatively 
by twenty-one of the thirty-three pa- 
tients who considered group activities 
promotive of recovery. The fact that 
so few expressed preference for any 
particular type of activity hints at 
the conclusion that group dynamic: 
per se rather than any particular forn 
of group activity constitutes the ther 
apeutic factor. On the other hand, it 
may indicate that the specific valu 
peculiar to each of the various type 
of group therapy is not being rec 
ognized, or, for some other reason 
is not being fully utilized. 

Of the twelve patients who name: 
some specific type of activity as being 
particularly helpful, six based thei 
choice on personal preferences an 
abilities rather than on any facto 
within the groups. The other six ex 
pressed a preference for dancing, b« 
cause the rhythmic movement releases 
tension, and the physical exercise in 
volved is exhilarating. The persona! 
ity of the dance instructor was also 
mentioned as a factor influencing this 
choice. The dance instructor was the 
only therapist mentioned by any pa- 
tient as exercising significant influ- 
ence in stimulating enthusiasm and 
morale, thus contributing to social 


i 
CONSIDER GROUP 
ACTIVITIES THERAPEUT 


Relationship between patients’ attitudes toward groups and their 


estimate of the therapeutic effectiveness of group activities. 


HOSPITAL PROGR:SS 





romotion of healthy thinking 


ie Feleese of tension 


Table IV: 


icilitation. It cannot be determined 

n the basis of this study whether 
the patients’ silence about the con- 
tributions of therapists and nurses is 
indicative of unobtrusive leadership 

which, of course, would be desir- 
able), or of lack of leadership. Fur- 
ther study and investigation on this 
subject might reveal ways in which 
group activities could be better di- 
rected toward their therapeutic goals 
through more effective leadership. 

It is admitted that this study does 
not warrant any statistically valid 
conclusions regarding the value of 
group therapies. Nevertheless, it re- 
veals strengths and weaknesses in the 
ways in which group activities are 
being utilized, and points out some 
possibilities for improvement. 

Group activities must be looked 
upon as therapeutic agents, not as 
privileges or rewards. They must be 
made more universally accessible to 
patients and must be more scientifi- 
cally employed if their therapeutic 
potentialities are to be fully realized. 
Man cannot ordinarily live in isola- 
tion from his fellow-men, any more 
than he can live without food or air 
or light. It is only logical, then, that 
in any efforts to lead sick minds back 
to normality, social contacts should 
be utilized through the mediums of 
the group therapies. 
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PUBLIC RELATIONS 


(Concluded from page 377) 
life and hospital purposes, especially 
those of the American Hospital Asso- 
ciation, adds another medium to the 
many available to the public rela- 
tions-minded administrator. 


Conclusion 

A bulletin of the American Hos- 
pital Association on public educa- 
tion remarks, “For hospital people to 
debate participation in a public rela- 
tions program is in the nature of 
debating continued existence for their 
institutions, because the fundamental 
purpose of the hospital is in relation 
to the public.” 

As mentioned above, this is doubly 
true for the Catholic hospital. In face 
of both the constantly recurring old 


problems and situations arising from 
new social patterns and progress in 
science, the Catholic hospital cannot 
avoid the challenge of the responsibil- 
ity it must assume to itself and the 
community. 

When one sees the “public rela- 
tions” program of an organization 
like the Planned Parenthood Federa- 
tion and the sympathy it creates for 
its unholy cause by the energy with 
which it sparks its crusade, one is 
tempted for the moment to believe 
that the children of darkness are 
wiser, or at least work harder than 
the children of light. 

To offset this pernicious cancer 
which spuriously camouflages under 
the banners of health, white uniforms, 
and clinic technique, and to be the 
positive force for good demanded by 
its position, St. Ignatius’ words to 
“pray, as if it all depended on God 
and work as if it all depended on 
you” must set the course of action 
for every Catholic hospital. Progres- 
sive, indeed, and full of vision, is the 
Catholic hospital I know of that has 
assigned to one of the Sisters the 
Mary-like position of making the 
rounds of the hospital to visit the 
patients. That is good “public rela- 
tions” and true apostolic activity. 

To sum up, then, the suggestions 
of this article, the following seem to 
be in order: 


1) Catholic hospitals, because of 
their dual role in modern society, 
should participate fully in a digni- 
fied, balanced, systemized pro- 
gram of public relations 

A definite member of the hospital 
staff should be placed in charge 
of the program, subject, of course, 
to the supervision of the adminis- 
trator. 

Besides the broad general aims of 
the program, certain specific ends 
may be met by a judicious use 
of the various media of informa- 
tion. 

The true spirit of humility, char- 
ity, and justice in Christ should 
be the basis of program 
undertaken. 


an\ 


Suggested Readings 
Bulletins of American Hospital Associa- 
tion on public education 
Hospital Public Relations, 
Mills, Physicians’ Record Co., 

cago, Illinois. 

“Working With Newspapers,” and other 
releases, National Publicity Council 
130 East 22 Street, New York. N. Y 


Alden B 
Chi- 
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... editorially 





A NEW HONOR COMES TO OUR 
PRESIDENT 


The Catholic Hospital Association has been honored 
by the announcement that its President, the Reverend 
George Lewis Smith, has been elevated by His Holiness, 
Pope Pius XII to the dignity of a Domestic Prelate 
with the rank and title of Right Reverend Monsignor. 
The announcement was made by His Excellency, the 
Most Reverend Emmet M. Walsh, D.D., Bishop of 
Charleston. 

Father Smith, born at South River, New Jersey, gradu- 
ated from the New Jersey Law School of Rutgers Uni- 
versity and conducted an active law practice in New 
Jersey for many years before entering upon his studies 
for the priesthood. He served as State Advocate of the 
Knights of Columbus in New Jersey. 

Father Smith entered upon his theological studies at 
the Pontifical College Beda in Rome and was ordained 
to the priesthood March 13, 1937, at the Basilica of St. 
John Lateran. At the invitation of the Most Reverend 
Emmet M. Walsh, D.D. he joined the Diocese of Charles- 
ton in 1937. He served as assistant rector of the Cathedral 
of St. John the Baptist and later as administrator of 
St. Joseph’s Church in Charleston before going to Aiken, 
South Carolina in 1938, where he established the Horse 
Creek Valley Welfare Center of which he has been 
Director. 

Since 1938 Father Smith has been the Director of 
Hospitals for the Diocese of Charleston. In 1939 he was 
appointed to the Administrative Board of the Catholic 
Hospital Association and became President of the As- 
sociation in June, 1948. He was elected 2nd Vice Presi- 
dent of the American Hospital Association for 1945-46 
and was President of the South Carolina Hospital As- 
sociation for 1947-48. He is now a Trustee of the South 
Carolina Hospital Association and Delegate from South 
Carolina to the American Hospital Association, as well 


TOWARDS BETTER UNDERSTANDING 

The medical staff, the nursing staff, and administrative 
officials of a hospital contribute to the total care of the 
patient in the hospital. It is important, therefore, that 
these three departments work in very close harmony for 
the good of the patient. Hospital administrators are 
learning that improved care of the patient will result from 
a better understanding between medical staff, nursing 
staff, and the hospital administrator. 

Too frequently each of these three elements so es- 
sential to the total care of the patient acts independently 
without an appreciative understanding of the problems 
or difficulties which beset the others. Doctors and nurses 
frequently do not appreciate the personnel problems or 
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The Right Rev. Msgr. George Lewis Smith. 


as a member of the Council on Hospital Reimbursement 
and Prepayment Plans. 

Father Smith has been active in civic affairs of 
community and state and in the National Catholic Rural 
Life Conference. The many friends he has made in these 
activities will be happy to know that the Holy Father 
has recognized his ability and leadership by bestowing 
upon him the ecclesiastical dignity of a Domestic Prelate. 
His friends and associates in the Catholic Hospital As- 
sociation congratulate him on this signal honor. 


his 


the financial problems with which the administrator 1 
contend. Neither do they understand the limitat on: 
which are sometimes placed on an administrator ! 
governing board. Doctors and administrators frequ 
have failed to understand the difficulties and uncer 
ties under which nurses have worked. Seldom have 
taken time to consider the things that might make : 
ing in an institution more satisfying and more plea 

Nurses and administrators may not know of the | 
sures and strain under which the medical man may 
or the effort he is making to meet the demands 
hospital treatment. 

If and when there is misunderstanding between 
groups, the patient is the one who will suffer mos 
almost every instance the misunderstanding is not d 
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ill will but to a lack of information about the work or 
the feelings of the other groups. 

The good hospital administrator can do much to pro- 
mote better care of the patient and better harmony in his 
institution by sponsoring meetings where representatives 
f hospital administration, the medical staff, and the 
\ursing staff may have the opportunity to present prob- 
ems pertaining to their respective fields, in order that 
mutually satisfactory solutions may be reached. It has 
een suggested that the medical staff should be given 
nore information regarding nursing problems. Frequently 
wurses feel that they are expected to render service with- 
ut adequate instruction from the doctors. 

In like manner changes which have been decided upon 
y an administrator and his executive board may appear 
unreasonable to the medical and nursing staff because 
hey have been given no explanation and no reason for 
he changes. If the nursing and medical personnel under- 
tand the reason, such as a limited budget or a lack of 
ufficient personnel, for withholding a service, they will 
o-operatively work out with the administrator a method 
r a plan to fit the situation. The number and scope of 
ubjects to be discussed at such meetings are unlimited. 
it would seem that the good to be accomplished in terms 
f better care for the patient and more harmonious 
administration is equally unlimited. 


SISTERS OF MERCY INSTITUTE 


THE Sisters of Mercy of the Union held on Septem- 
ber 11, 12, 13 and 14 an Institute for Hospital Admin- 
istrators and Directors of Nursing Education. The in- 
stitute was held at Mercy Hospital, Chicago, under the 
direction of Sister M. Therese, Administrator of Mercy 
Hospital. This is the second institute of this type to be 
held by the Sisters. It was sponsored by Mother M. 
Bernardine, R.S.M., Mother General of the Sisters of 
Mercy of the Union. The American College of Surgeons, 
the American College of Hospital Administrators and 
the Catholic Hospital Association co-operated in the 
organization of the institute. The Mothers Provincial 
of the eight provinces were also present. 

The primary purpose of the institute was to bring 
together those of the Sisters of Mercy who are respon- 
sible for policies in hospital administration and nursing 
education in order that they might have an opportunity 
to discuss their common problems and benefit by in- 
struction and discussion. 

This institute is a splendid example of an attempt to 
improve organization and raise the level of education 
and service for the benefit of the patients in our Cath- 
lic hospitals. It exemplifies in a splendid way the re- 
icious manner in which groups already constituted and 

zanized may use their own organization for self- 

provement and ultimately for greater service to the 
ic communities in which they carry on their apostolic 
irk, 

From such meetings comes a consciousness of organ- 

d strength and common purpose which is sometimes 

gotten in intensive individualistic efforts. It is to be 

ed that other large groups of Sisters will make use 
their own organizational schemes to improve the 
ninistration of their hospitals and the instruction in 
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their schools of nursing. In so doing they make them- 
selves and their institutions better instruments in the 
service of God and the Church 

Discussions of the institute centered around trends in 
hospital administration, the psychiatric unit in the gen- 
eral hospital, social service in thé hospital, community 
hospital relationship, lay boards in Catholic hospitals, 
medical moral problems, collegiate schools of nursing, 
centralization of schools of nursing, hospital accounting, 
public health, government reimbursement, hospital pur- 
chasing, education of the hospital administrator, hos- 
pital planning, government aid for building, personnel 
policies, insurance and retirement plans, Blue Cross and 
medical staff problems. 

His Eminence Cardinal Stritch addressed the institute 
on Monday, September 13. Other speakers included 
Sister M. Therese of Mercy Hospital, Sister M. Josetta 
of St. Xavier College, Dr. Malcolm T. MacEachern of 
the American College of Surgeons and Dean Conley of 
the American College of Hospital Administrators. 


WHERE IS THAT TABLE OF CONTENTS? 


The above is a complaint which puzzled readers of 
HospPiITaAL ProGress have been known to make in the 


past. And the Editors must confess only experts in the 
use of a dictionary were ever able to go to the right page 
unerringly and without a few false starts. But no more 
Beginning with this issue, the peck-and-hunt system is 
being discarded, and henceforth readers need only turn 
to page 3A to know what the current issue has to offer 


But that is not all. Moving the table of contents to its 
new position enabled the Editors to dust off and present 
a new department that had been reluctantly pigeonholed 
for some time: a Hospital Problem Department. For 
months now, queries have been reaching the Central 
Office — couldn’t we do something to help readers solve 
some particular vexatious problem? The idea seemed a 
splendid one; but the printed page being notably in- 
elastic, we had to shelve the letters temporarily, and 
only at this late date can we pull the curtain aside for 
this unofficial unveiling. 

What type of material will the problem page contain? 
That depends entirely on our readers: they are the 
ones who will have to ask the questions. Some of the 
questions may very well be unanswerable, too: there 
are “daily teasers” in hospital work that are like a pro- 
truding stone in a sidewalk — no matter what you do, 
you're bound to stub your toe every day, and you 
cannot always tear up the pavement. But there may be 
ways to circumvent the trouble spot, and that is what 
HospiTaL Procress will try to do in the case of the 
posers-without-answers. 

Who will attempt to solve the problem? 
readers. Administrators and other hospital experts who 
have had particular success in handling a given situation 
will be requested to express their opinions, and all HP 
will do is the ever-necessary editing. We have had fine 
co-operation from the administrators we have contacted 
so far, which calls for a special note of appreciation. With 
the continued help from the experts, and the interest 
of our readers, we hope to make our Problem Depart- 
ment a real success. 


Again, our 
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This Month with the Association 





THE JUBILEE OF THE AMERICAN 
HOSPITAL ASSOCIATION 
Actively assisting in the observance 

of the 50th Anniversary of the Ameri- 

can Hospital Association were Father 

George Lewis Smith, President of our 

Association, Father John W. Barrett, 

of Chicago, as Trustee of the Ameri- 

can Hospital Association, and as 

Members of the House of Delegates, 

Monsignor John J. Healy, Little 

Rock, Arkansas, Monsignor John R. 

Mulroy, Denver, Colorado, and Mon- 

signor T. J. O'Dwyer, Los Angeles, 

California. 

Father Smith participated in the 
program devoted to “Service Benefits 
versus Indemnity in Blue Cross 
Plans” by discussing the problem 
“Should Service Benefits Be Limited 
to Balance the Blue Cross Budget?” 

One of the features of this Jubilee 
Meeting was the presentation of 
greetings to the officers of American 
Hospital Association by American 
Protestant Hospital Association, the 
Catholic Hospital Association, and 
the American College of Surgeons. 
This took place at the annual banquet 
held Thursday evening, September 
23rd, at the Traymore Hotel. On be- 
half of our Association, Monsignor 
Maurice F. Griffin, immediate past 
president, and for many years a Trus- 
tee of the American Hospital Associa- 
tion, presented a beautifully illumi- 
nated scroll. 

On this occasion, too, the officers 
of American Hospital Association 
honored 50 citizens for outstanding 
service on behalf of voluntary hos- 
pitals. This distinction took the form 
of Honorary Memberships in the As- 
sociation. In his opening remarks, 
Mr. Graham L. Davis, President, em- 
phasized the fact that the honor thus 
extended was in reality a tribute to 
all the men and women who contri- 
bute so generously and unselfishly as 
Advisory Board Members and in 
other capacities sharing their talents 
and resources in the furtherance of 
voluntary hospitals. 

In this group of 50 were three 
whose interest and service were 
given to Catholic hospitals. As a 
matter of fact, of course, there are 
many more — and these three merely 
symbolize the contribution which has 
been and is now being given to 
assure the welfare of patients in the 
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more than 600 communities in the 
United States and Canada where 
there are Catholic hospitals. 
On behalf of: 

Hospital Sainte-Jus- 

tine, Montreal 
Hotel Dieu Hospital 
Charity Hospital 

Both of New 

Orleans 
St. Vincent’s Hospital 
New York Foundling 

Hospital 

Both of New York, 

N. Y 

The officers of the Association and 
the Editors of HospirAL PROGRESS 
join in paying tribute to these and the 
many others who now must remain 
unnamed but whose contributions 
merit similar recognition. 


Citizen: 
Madame Louis De 
Gaspe Beaubien 
Charles I. Denes- 

chaud, Sr. 


Ernest Iselin 


MONSIGNOR JOHN J. HEALY 

The House of Delegates of the 
American Hospital Association at its 
final session elected Monsignor Healy 
to be Trustee of the Association. 
Monsignor Healy is well known to 
the hospital field, having served in 
both the American and the Catholic 
Hospital Associations. He is an active 
and influential worker in his own 
home state, Arkansas. 

Monsignor Healy’s interests extend 
beyond the hospital field though in- 
cluding active Committee assignments 
on Little Rock Board of Health, in 
Blue Cross activities, in Nursing Edu- 
cation on behalf of Visiting Nurse 
Services, and for various Tuberculosis 
Societies. Monsignor Healy is also ac- 


The Very Rev. Monsignor John J. Healy 
Diocesan Director of Hospitals, Little 
Rock, Ark. Newly elected Trustee 
of A.H.A. 


tive in the program of the Division 
of Hospitals of the State Board of 
Health, particularly in hospital plan- 
ning and construction under Public 
Law 725. 


DUTCH HOSPITAL ADMINISTRA- 
TORS VISIT CENTRAL OFFICE 
Two visitors representing St. Boni- 

fatius Hospitaal, Leeuwarden, Neth- 

erlands, Mr. S. F. ten Brink and Dr 

A. M. C. Lindner, called at the Cen 

tral Office, September 10th. The pur 

pose of the visit was to add to the 
store of information they were garner- 

ing about the American hospital o1 

a six-week tour of inspection whic! 

had just started in St. John’s Hos- 

pital, Springfield, Illinois. In St. Louis 
they visited St. Mary’s and Barnes 

Hospitals, and were impressed by, 

both. They also liked Forest Park 

the five-mile length of which the 
traversed, in typical Dutch fashion 
on foot. 

Mr. ten Brink is administrator oi 
St. Bonifatius Hospitaal; it is com 
mon practice for Catholic hospitals 
in Holland to have lay administra- 
tors. Dr. Lindner is on the medical 
staff, and also acts as medical ad- 
visor to the board. Both visitors were 
complimentary about the American 
hospital system, and were especiall\ 
emphatic in their praises of the 
American hospital Sisters who, in 
their own words, were “so advanced 
Dutch hospitals, they said, are far- 
ing comparatively well despite wide- 
spread shortages. Rationing, for ex- 
ample, which even today restricts 
the people to meat only twice a week. 
does not apply to hospitals. 


NEW OFFICERS — AMERICAN 

HOSPITAL ASSOCIATION 

For the 5lst year Mr. Joseph 
G. Norby, Administrator, Columbi: 
Hospital, Milwaukee, Wisconsin, wi! 
take over the Presidency of the As 
sociation and direct its progran 
Known to many in the hospital fiel 
particularly in the Middle West, in 
Wisconsin, Minnesota, and _Illinoi- 
Mr. Norby has been very active 
hospital circles; his has always becn 
a constructive influence for the wei- 
fare of the people and of the h 
pitals. 

Other officers serving with him | 
ginning this second half-century ae 
the following: Dr. Edwin C. Cros! 
Baltimore — Ist Vice-President; M 
Mary C. Schabinger, Wauseon, O! 

2nd Vice-President; William 
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Instructors and students of the first class in the graduate program 
of the Department of Hospital Administration of St. Louis University. 
Back Row, Left to Right: Victor E. Costanzo, Rev. John A. Weishar, 
M. R. Kneifl. Center Row, Left to Right: Sister M. Seraphia, S.S.M., 
Sister M. Rose Virginia, O.P., Sister Flora Mary, f.c.s.p., Sister M. 
Brendan, R.S.M., First Row, Left to Right:Rudolf J. Pendall, Sister 
M. Dorothea, C.S.C., Sister Mary Philip, S.S.J., Sister M. Magdalene, 
R.S.M., Sister M. Elizabeth Ann, f.s.c.p., Dr. Kurt Pohlen. 


Butler, San Jose, California — 3rd 
\ice-President; and Dr. Arthur Bach- 
meyer, Chicago — Treasurer. Newly 
elected trustees who will also serve 
include: Dr. Charles F. Wilinsky. 
Boston; F. Ross Porter, Durham, 
North Carolina; and Monsignor John 
J. Healy, Little Rock, Arkansas. 

Unanimously chosen by the House 
of Delegates for President-Elect was 
Mr. John W. Hatfield, Administrator 
of Philadelphia’s Pennsylvania Hos- 
pital, one of the truly historic hos- 
pitals of the United States. As first 
Chairman of the Association’s Coun- 
cil on Government Relations, Mr. 
Hatfield was responsible for its devel- 
opment into a really useful service to 
hospitals. 


AMERICAN COLLEGE OF HOSPITAL 

ADMINISTRATORS 

Precedents are broken again — Miss 
Jessie J. Turnbull, R.N., of Pitts- 
burgh, Pennsylvania, assumes the 
helm of the College as its President 
for the year 1948-49 succeeding Dr. 
Edgar C. Hayhow. Dr. Wilmer M. 
Allen, Director of Hartford Hospital, 
Hartford, became President-Elect. 
while Mr. Ernest T. Erikson, admin- 
istrator of Augustana Hospital, Chi- 
cago, was elected Second Vice-Presi- 
dent. As First Vice-President was 
chosen Sister Loretto Bernard, ad- 
ministrator of St. Vincent’s Hospital, 
New York City. Sister Loretto Ber- 
nard is well known for her active in- 
tervst in hospital administration. Sup- 
plementing her regular duties, Sister 
Loretto Bernard is now directing the 
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construction of an extensive addition 
to St. Vincent’s, and still finds time 
to assist on committees, participate 
in hospital meetings, and join in Blue 
Cross affairs. 


Advancement in the American 
College of Hospital 
Administrators 
Another vear 

editors of Hospitat 

happy to record again the achieve- 
ments of the Sisters in their efforts 
to promote better hospital adminis- 
tration for this current year. The 

College extends recognition to many 

more administrators and among them 

is a fitting representation from the 

Catholic hospitals. Details of each of 

the three grades follow: 


passes and the 
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Fellowship Rank 

Of the 13 administrators advanced 
to this highest rank of achievement 
members of Catholic reli- 
gious orders conducting hospitals. To 
all of the new Fellows, but partic- 
ularly to the Sisters of our Catholic 
hospitals in this class, the editors of 
HosPITAL PROGRESS extend congratu 
These six in- 


six were 


lations and greetings 
luded the following 
Baltimore, Maryland 
Indianapolis, Indiana 
Austin, Texas 
Waco 


Sister Angelica 
Sister Andrea 
Sister Basil Thyken 


Sister Margaret Callahan Texas 


Frlicitations 


id [ue American Bosypitat Association 


= Haif Coutury of Achiceventrent for the Welfare of the People 

2 Witereag) rc: Amertcan Hespttal A ssociattor rhic voor chscrves the 
completion of fifty wears of service to rhe Slimerican people; amd : 
Whereas, Aueriran Gospital A ssortatton durin. thas fifty vours 


has sought to tutprovs service to th sick ad to promote Qntcation for the 


special purposss of ainiiistration int our hospitals to euch an extent 
that oininistration wow utcrite professtonal status amd the hospital serv 
ice Tewdcred tt our country conrad th aintration of the world: and 

WY bereas, enc meric Sosyital A seectitions achievement in orasw 
tating aud dewlopiia hospital service for th Slutcrican prople is a contribu 
tion of inestimable health valuc to their professional eocial amd coouomtc 
well-being and the aencral welfitre : there fore, be th ceorscc 


Beesolvc®, tha: th 


WMarholic Hospital Mesoriation _ 
of the nite BBrates mid BR artade 


during its 34 th year of corMal cooperation and fruit fiel relationship with 
the A wuericar® ospitel A esvriation extews felicttations to tts officers 
and menthers on this golden occasion and expresses the bop that the Second 
Half Century of activity mary be motivated br the sante bigh Deals of Chris 
tian Charity, the Xeply significant recognition of the diawity of cach paticut 
as an indivihual and the sacred trust inbereut in the Preonal service 


rendered to hom ere 2 See ee 
Prcecnted im Atlantic City New Ctersev.om this Twenty third dey of September, Nifuctorn Haudt.d and 
Torty-cight bv the Right Reverend Munrrice FS riffin 92. Pust Present . ee ce en 


The fatholir 


nM tal Association 
of the Untied ne Gansta 


Jehr~ 9. Lammy 





Sister Roberta, St. Louis, Missouri 
Sister Zita, New Orleans, La. 


Membership Status 

To this level, 62 administrators 
from Canada and the United States 
were advanced. Of these, 11 were 
Sisters of Catholic hospitals. To 
these, too, we offer congratulations 
and know that in due course they also 
will reach the rank of Fellows. In- 
cluded in this group were: 
Sister M. Aileen, Batavia, N. Y. 
Sister Andriette, Bismarck, N. D. 
Sister Beatrice St. Louis, Toledo, Ohio 
Sister Celeste Stahley, Saginaw, Mich- 

igan 
Sister M. 

Florida 
Sister Margaret Hickey, Detroit, Michi- 

gan 
Sister 

Pp. ¢. 
Sister Mary Aquin, Lima, Ohio 
Sister Mary Therese Flately, Chicago, 

Ill. 
Sister Oliva Cunane, Washington, D. C. 
Sister Teresina Levasseur, Vancouver, 


B. C. 


Magdalena, Miami Beach, 


Mary Antonella, Washington, 


Nomineeship 
Into this year’s class were inducted 
140 neophytes, who passed the 


primary tests of eligibility to the 


ranks of the august group. While 
these may be neophytes to the Col- 
lege of Hospital Administrators, 
many are successful and accom- 
plished administrators. Among them 
were the following 39 Sisters: 

Sister M. Alma, Galveston Texas 

Sister M. Aloysius, Prince Albert, Sask. 
Sister Anne Keohane, Tisdale, Sask. 
Sister Anne Lucy, Tucson, Arizona 
Sister Annette, Campbellton, N. B. 
Sister M. Assunta Carr, Ann Arbor, 

Mich. 


Sister Bernardine Kirchoff, Kansas City, 
Kan. 

Sister M. Camillus Duke, Prince Albert, 
Sask. 

Sister Celestine Strosina, New Orleans, 
Louisiana 

Sister M. Clotilde, Guelph, Ontario 

Sister Cor Marie Flamery, Janesville, 
Wisconsin 

Sister Dora Gagnon, New Brunswick, 
N. J. 

Sister 
N. B. 

Sister Eileen Teresa, Passaic, N. J. 

Sister M. Fabian, Chatham, Ontario 

Sister Flora Mary MacDonald, Burbank, 
Calif. 

Sister Hermine Regan, Milwaukee, Wis. 

Sister M. Hilary, Salt Lake City, Utah 

Sister M. Horace, Verdun, Quebec 

Sister Irene Papineau, Toledo, Ohio 

Sister M. Jolenta, Honolulu, Hawaii 

Sister Lamberta Davin, Brooklyn, N. Y. 

Sister Lydia Noel, St. Boniface, Man. 

Sister Marie Alban, Ottawa, Ontario 

Sister Marie Anne Poliquin, St. Vital, 
Man. 

Sister 
Sask. 

Sister Mary 
City, Okla. 

Sister Mary John Evans, New Castle, 
Pennsylvania 

Sister Mary Mildred Merchant, Sud- 
bury, Ontario 

Sister Mary William, Detroit, Michigan 

Sister Matilde, El Paso, Texas 

Sister M. Monica Deckop, Cleveland, 
Ohio 

Sister Ovilia Bedard, Saskatoon, Sask. 

Sister Prima Schlick, Columbus, Ohio 

Sister St. Alphonse Rodriguez, Lowell, 
Mass. 

Sister St. Flavie Dometille, Sudbury, 
Ontario 

Sister M. St. Edward, Hamilton, Ontario 

Sister M. Stephanie Balciunas, Chicago, 
Til. 


Edith MHarquail, Campbellton, 


Mary Louise Farley, Regina, 


Agnes Nash, Oklahoma 











Father Flanagan 

addressing the 

Catholic Nurses 
League of 
Pittsburgh, 
Sept. 19. 
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Chicagoland Pharmacists Organize 

Midwest Association of 

Sister Pharmacists 

The Sisters who are pharmacists of 
Chicagoland felt the need for member- 
ship in some organized chapter of their 
profession and, therefore, organized : 
local chapter of the American Society 
of Hospital Pharmacists in July, 1948 
This Association numbers in its ranks 
Sisters from the states of Indiana, Ili 
nois, and Wisconsin; pharmacists fron 
adjoining states will be admitted, how 
ever; hence the name Midwest Associa 
tion of Sister Pharmacists. 

The objectives of the Association ar 
to improve the usefulness of the phar 
macist to her institution and to th 
allied professions. From the experienc 
of the past year it has also proved to b 
a great aid to the Sisters to have 
better opportunity to express their view 
and problems and share their difficultic 
with those who have very similar on¢ 
as pharmacists of private church inst 
tutions. The Sisters found it necessary; 
to organize their own group when the, 
were unable to attend the regularly 
scheduled evening meetings of the Amer- 
ican Pharmaceutical Association and the 
American Society of Hospital Pharma- 
cists. The work of this Association is in 
full accord with that of the national 
organization. 

The membership of the organization 
consists of Active, Associate, and Hon- 
orary Members. Active Members are 
registered pharmacists who are members 
of the American Pharmaceutical Asso- 
ciation and the American Society of 
Hospital Pharmacists. Associate Mem- 
bers are individuals other than hospital 
pharmacists who, by their work in hos- 
pitals, teaching, or in some other way, 
are contributing to hospital pharmacy 
Honorary Members are those who are 
elected to membership because 
have a special interest in hospital prac- 
tice. There are now an average of 35 
members active in this group. 

In conjunction with the Novem)er 
meeting, the Sisters are planning a tour 
through the University of Illinois Col- 
lege of Pharmacy and its dispensing °nd 
manufacturing laboratory. 

The Officers for the current 
are: Chairman, Sister Mary Horte 
P.H.J.C., St. Elizabeth Hospital, (5 
cago; Vice-Chairman, Sister Anne | 
lagher, St. George Hospital, Chic 
Recording Secretary, Sister Mary 
cisia, O.S.F., St. Joseph Home for 
Aged, Chicago; Corresponding ‘ 
tary, Sister Mary Leonica, H.F.N 
Mary of Nazareth Hospital, Chi 
Treasurer, Sister Mary Wilheli 
H.F.N., St. Mary of Nazareth Hos) ‘al 
Chicago; Membership Chairman, > (¢! 
Alphonse Marie, S.S.M., St. Fr. cis 
Hospital, Blue Island, Illinois. 


HOSPITAL PROGF SS 





Medico - Moral Problems 


Gerald Kelly, S.J. 





Incidental Appendectomy 


Question: In many places it seems 
to be routine procedure to remove 
ven an apparently healthy appendix 
luring the course of an abdominal 
»peration for some other purpose. Is 
this practice morally justifiable? 

In order to be sure of the medical 
ispects of this question, I consulted 
1 number of doctors who had been 
trained in different medical schools 
ind whose internships and residen- 
cies represented a wide variety of 
places and hospitals. All these doc- 
tors seemed to think that the prac- 
tice referred to is rather general, and 
all believed it to be in accord with 
sound medical principles. As one of 
them expressed it in writing to me: 

“To the best of our knowledge the 
appendix serves no worthwhile pur- 
pose in the human digestive system, 
and, as at any time it may flare up 
and cause serious trouble, even to 
the death of the individual, it is con- 
sidered good practice to remove the 
appendix when other operations are 
in process, provided it does not add to 
the risk for the patient. If a patient 
was in an unsatisfactory condition it 
would not be advisable to prolong 
the operation to remove the appendix. 
However, in pelvic or gall bladder 
operations in which the patient is 
getting along very satisfactorily, it is 
considered here a routine process and 
is looked upon as an_ incidental 
appendectomy.” 

That, I think, very aptly expresses 
the view of all the doctors I con- 
sulted. In fact, all seemed to be sur- 
wrised that the procedure might pre- 

nt a moral problem. 

There may be some doctors who 

iestion the practice of incidental 

pendectomy, even on medical 
yunds; but the information thus far 

‘sented to me certainly indicates 

at most medical men would ap- 

ve of the procedure. And surely 

‘ ordinary layman who reads the 

tement quoted above would be apt 

form a spontaneous judgment of 
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approval. Like the doctors, the lay- 
man would be surprised at even the 
suggestion that the procedure pre- 
sents a moral problem. 

But there is a moral problem. And 
I believe that the problem may fairly 
be stated in this manner: can the 
spontaneous approval of incidental 
appendectomy be formulated in terms 
of sound moral principles? 


Mutilation 

The moral principle to be applied 
to this case is that which concerns 
justifiable mutilation. By mutilation 
I mean any procedure which inter- 
feres with the natural integrity of 
the human body, for example, by re- 
moving a part, or by suppressing a 
function, or even by disfiguring the 
body. Obviously, there are degrees of 
mutilation; some are of graver im- 
port than others. Some theologians 
express this idea by dividing mutila- 
tions into major and minor; others 
speak of mutilations in the strict 
sense and in the wide sense; and still 
others distinguish real mutilations 
(by which they mean the removal of 
a part or the suppression of a func- 
tion) from mere woundings (by 
which they refer to such things as 
lacerations and — it seems — blood 
transfusions and skin grafts). For 
practical purposes we can ignore all 
these divisions and adhere to a gen- 
eral notion of mutilation which in- 
cludes all the subdivisions. 

The moral principle which governs 
the licitness and illicitness of mutila- 
tions is arrived at in this manner. 
God gives man his body, with its 
organs and functions, for a purpose. 
Man has a right to use and dispose 
of his members and functions in ac- 
cordance with this purpose; he has 





Note: Medico-Moral Problems 
may be submitted to the Editors 
of Hospital Progress, 1438 South 
Grand Boulevard, St. Louis 4, Mo. 





no right to use them or dispose of 
them in such a way as to defeat the 
purpose. In general, all the members 
and (with reservation with 
regard to the reproductive faculty) 
the functions are intended to promote 
the physical well-being of the body as 
a whole; they are, in other words, 
parts of a whole and naturally sub- 
ordinated to the good of the whole 
It follows, therefore, that .if circum- 
stances are such that one part of the 
body is detrimental to health, man 
has the natural right to try to remedy 
this condition even to the extent of 
having the part removed or its func- 
tion suppressed, if necessary. It is not 
necessary that the part to be removed 
be diseased; it suffices that the 
presence of the part constitutes a 
threat to life or health, and that the 
removal of this particular part or the 
suppression of its function is the 
most reasonable means, all things 
considered, of removing the threat. 

Most of the points in the foregoing 
analysis have been explained rather 
fully in preceding articles in this 
column.’ What I wish to emphasize 
at present is that, since mutilations 
vary in degree, the reasons justifying 
them must also vary. The cure of a 
slight illness or the avoidance of a 
slight danger may justify a slight 
mutilation; whereas the removal of 
an important part or the suppression 
of an important function requires a 
very serious reason. In other words, 
mutilations are justifiable for propor- 
tionate reasons that concern the pres- 
ervation or restoration of health. In 
the words of Father Francis J. Con- 
nell, C.SS.R.: “The mutilation or ex- 
cision of a part of the body is per- 
mitted only when there is certainty 
or probability that benefit will there- 
by come to the whole body in sufh- 
cient measure to compensate for the 
harm that has been done.” (See “‘Sur- 
gery for the Healthy,” in the Amer- 
ican Ecclesiastical Review, CXVI 
143-44.) 

In every justifiable mutilation, 
therefore, there must be at least the 
probability of proportionate 
benefit. In many surgical and medical 
procedures this would be the only 
principle to be taken into account. 
However, in procedures that are apt 
to induce sterility, as well as in pro- 
cedures that involve danger for an 
unborn child, we must consider not 
only the proportionate reason but 
also all the other conditions contained 
in the principle of the double effect. 


some 


some 
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(See HospiraAL Procress, XXIX, 


363-64.) 


Moral Justification 

We have now cleared the ground 
for a consideration of the morality of 
incidental appendectomy. Let me 
enumerate, with some repetition, the 
factors that must be considered in 
making our moral estimate: 

The appendix, though apparently 
healthy, seems to be of little or no 
worth to its possessor. The abdomen 
is already open for another purpose; 
hence there is no question here of 
making a special incision. The re- 
moval of the appendix will add no 
risk for the patient and no incon- 
venience in convalescence. (And I 
have been told that it involves no 
added expense.) Finally, the danger 
of a future flare-up of the appendix, 
with the necessity of a new opening 
of the abdomen and even with the 
risk of life, is prevented. (In the ar- 
ticle previously referred to, Father 
Francis Connell says that statistics 
show that one out of five Americans 
needs an appendectomy at some time 
in his life.) 

After weighing all these factors, 
one can easily conclude that the pa- 
tient has little or nothing to lose and 
much to gain by the incidental ap- 
pendectomy. It seems to me there- 
fore that the procedure squares with 
the principle that mutilation is per- 
missible for a proportionate reason. | 
have referred this case to quite a 
number of moral theologians. All 
agree with the conclusion. 

This solution, of course, depends 
on the fulfillment of the conditions 
indicated: namely, the absence of 
added risk and inconvenience to the 
patient. The doctor himself must 
judge these conditions and follow the 
course that seems more beneficial to 
his patient. 


Abuses? 

It has been suggested that the ar- 
gument just given might lead to the 
conclusion that a healthy appendix 
or healthy tonsils might licitly be re- 
moved at any time. I think that this 
conclusion is unwarranted. 

In the case we have considered the 
appendix is removed without any 
added risk or inconvenience to the 
patient. In the circumstances, there- 
fore, it is only a slight mutilation, 
and it actually takes away the danger 
of ever having to perform a complete 
appendectomy. But when a complete 
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appendectomy is performed, the 
mutilation is not slight. And if this 
operation is performed on a healthy 
man, he is exposed to risk and incon- 
venience that he might never have to 
undergo. In other words, in the case 
of incidental appendectomy, there is 
a proportionate reason for removing 
the appendix at this time, that is, 
while the necessary abdominal opera- 
tion is in progress; there is no propor- 
tionate reason for performing the 
complete operation on the healthy 
man. 

As for the tonsils, what reason can 
be assigned for removing them while 
they are healthy? They can easily be 
reached if ever they become diseased. 
Unless someone could assign some 
special reason for removing them now 
rather than waiting until their re- 
moval is necessary, there is no pro- 
portionate reason for the operation, 
and it is therefore an unjustifiable 
mutilation. 


Further Observations 

In the course of this discussion I 
have purposely passed over certain 
points in order to avoid confusing the 
main issues. It might be interesting 
and profitable to indicate these points 
before concluding the discussion. 

1. In explaining the justifying 
reasons for mutilations I referred 








LOUISVILLE CATHOLIC 
HOSPITAL OPENS DOORS 
TO NEGRO PATIENTS 


For the first time in his- 
tory, Negro patients are being 
admitted to St. Joseph’s In- 
firmary in Louisville, Ky., it 
was announced recently. An 
average of three patients 
have been admitted at a time 
for about three months. The 
policy is to be tried later at 
other Louisville hospitals. 

Mother Ann Sebastian, un- 
til recently Mother General of 
the Order of the Sisters of 
Charity, requested the new 
policy at the hospital. She 
said St. Joseph’s Infirmary in 
Lexington, also staffed by 
Sisters of Charity, has been 
accepting Negro patients for 
many years. 

White nurses and doctors 
attend the Negro patients. 
Later, it was announced, Ne- 
gro and white patients will be 
segregated. At present there 
is no segregation. 























only to the physical well-being of the 
person to be mutilated. However, 
moralists universally consider that 
such things as blood transfusions and 
skin grafts are permissible for the 
good of others. Whether this princi- 
ple of “helping the neighbor” can 
also justify more serious mutilations 
(e.g. the transplantation of ovarian 
tissue or of the cornea of an eye) is 
now a matter of discussion among 
theologians. 

2. The right to mutilate for a pro- 
portionate reason is a personal right: 
it belongs to the individual who is to 
be mutilated and not to a third party 
or to the state (unless there be ques 
tion of a just punishment for a 
crime). Technically, therefore, it is 
the patient, and not the doctor, wh: 
has the right to use some mutilating 
procedure; and the patient simpl) 
exercises this personal right throug! 
the doctor. It follows from this that 
the doctor needs the consent, eithe: 
explicit or at least reasonably pre 
sumed, of his patient, even for such 
a simple procedure as incidental ap 
pendectomy. 

3. When I said that the removal 
of healthy tonsils or the performance 
of a complete appendectomy on a 
healthy man cannot be morally jus- 
tified, I was referring to usual cir- 
cumstances, that is, to the case of a 
person who can always get competent 
medical attention if he needs it. In 
his article, “Surgery for the Healthy, 
Father Connell considers the very 
unusual case of a person who is about 
to depart for the foreign missions 
and who would not be able to get 
competent medical treatment in case 
his appendix should cause trouble 
Father Connell thinks it probable 
that such a man could licitly have his 
healthy appendix removed before he 
starts for the missions. I agree with 
Father Connell, because I think that 
in such a special case there is a good 
reason for having the appendectom) 
now. As Father Connell mentions. 
however, many theologians wou'!d 
probably not agree with us. 


Conclusion 


I have covered all the odds a 
ends that pertain to this discussic 
hence I can conclude with this b: 
answer to the question: The remo’ 
of an apparently healthy appen: 
during the course of an abdomi 
operation for some other purpose 
morally justifiable when, all thi: 


(Concluded on page 400) 
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This bibliography is not an effort 
t a complete coverage of the field. 
seful books and very useful articles 
re listed. It might serve as a nucleus, 
1 merely as a beginning for those 
ho wish to build up the library of 
their hospital, of their nursing school, 

or their own personal library. 


BOOKS 


Catholic Doctor, 
with the 


|. Bonnar, The 
Complete coverage 
Catholic foundations. 

). Bon, Dr. Henri., Précis de Méde- 
cine Catholique. (Alcan, Paris, 
1935) 

. Bouscaren, S.J., Ethics of Ec- 
topic Operations. Not only spe- 
cialized to the topic but discuss- 
ing the principles of morality and 
the teachings of the Church. 

. Bowen (pamphlet) Baptism of 
the Infant and the Fetus. The M. 
J. Knippel Co., Dubuque, Iowa. 

. Thompson, Lectures on Medical 
and Legal Ethics, 1933. Pelle- 
grini & Co., Sidney, Australia. 

6. Lefebvre (pamphlet), Opportu- 

nities of the Supervisor of Nurs- 

ing for Assisting in the Spiritual 

Care of the Dying Patient. Bul- 

letin 79, C. H. Assoc. 


SCHWITALLA, ALPHONSE M. 


SJ. 

1. Ethics of the Medical Profession. 
Bullet. 78, C. H. Assoc. 
“The Code of Medical Ethics.” 
Journal of the Michigan State 
Med. Soc., Aug. 1942. 
“The Application of Catholic 
Philosophy to the Venereal Dis- 
ease Program.” Journal of Social 
Hygiene, Feb. 1943. 

BOOKS (For nursing schools, but 

useful for the doctor.) 

Medical Ethics for Nurses, 
McFadden., F. A. Davis Co., 
Philadelphia, 1946. The Catholic 
teaching on the care of the sick 
is added to a very adequate ethics 
section. Large bibliography. 
Moral Guidance, Healy, Loyola 
U. Press, 1942. Comment: The 
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A Bibliography on Medical Ethics 


general principles of moral theol- 
ogy with excellent examples. 

. Handbook of Medical Ethics, 
LaRochelle-Fink. Newman Book- 
shop, 1943. Not quite up to date 
on ectopics. 

. Thou Shalt Not Kill, Clement. 
Peter Riley Co., Philadelphia, 
1930. 

. Principles of Ethics. (Nursing 
Manual) Thomas Verner Moore., 
Lippincott, 1935. 

. Ethics with Special Application 
to the Nursing Profession, McAl- 
lister, Saunders, 1947. Thomistic 
Philosophy. 


MAGAZINES 


Cs 


1. 


1HIERS LAENNEC, (P. Lethiel- 

leux. 10 Rue Cassette. Paris VI.) 

Juillet, 1937. “Castration.” A 

survey of the whole problem, 

medico-moral. 

. Juillet-Septembre, 1938. “Les 
Avortements . . . Pratiques anti- 
conceptionelles.”’ 

. Octobre-Decembre, 1938. “La 
Responsabilité Médicale en Droit 
Frangais.” (A useful survey of 
the Law and the French Doctor.) 

. Janvier, 1946. “Lettre a un Di- 
recteur de Conscience sur la Sex- 
ualité.” (Leaving aside meta- 
physics, the Doctor of Medicine 
advises the priest on the difficul- 
ties of sexual maladjustment.) 


. Juin, 1946. “Artificial Insemina- 


tion,” viewed as a medical prob- 
lem, as a problem for the civil 
law, as a psychological and moral 
problem; with a summary by a 
very competent theologian of the 
moral questions involved. 

. Juin, 1947. “Le Mariage des 

Hermaphrodites.” (An excellent 
account of the surgery and of the 
psychic treatment which these 
people present.) 
In a “Note Théologique,” P. Tes- 
son admirably clarifies the moral 
difficulties. The same issue con- 
tains excellent material on homo- 
sexuality. 


8. Decembre, 


11. 


. Octobre, 1947. This issue con- 

tinues and completes the article 

on homosexuality of the Juin 
issue, comparing Adler and 

Freud. 

rhe whole 
number is devoted to considera- 
tion of the newly promulgated 
Code de Déontologie. 

. Mars, 1948. “L’Hystérectomie 
(All phases.) 

*Psychoses, Psychoneuroses et 

Castration.” 

. Mai, 1948. The whole 

devoted to the study of the ‘‘con- 

science,” morally and philosoph- 
ically viewed, viewed by the 

psychoanalyst, with other con- 

siderations on psychoanalysis 

Juillet, 1948. “Les Guérisons de 

Lourdes.” 


1947. 


issue is 


LINACRE QUARTERLY. Catholic 


l. 


Physicians Guild magazine. 

Jan.-April, 1945, Recent Studies 

of Therapeutic Abortion,’ Schwi- 

talla. 

: July, 1945, “The Doctor Goes to 
Court,” Moscatto 
Schwitalla. 


comment by 


3. Oct., 1945, “Comparative Safety 


in 5 or more repeated Caesarean 
Sections,” Schmitt, “Ethics of 
Ectopic Operations,” Bouscaren. 
Schwitalla. 

. Jan., 1947, “The Moral Aspects 
of the RH Factor,” Schwitalla 
“Moral Aspects of Artificial In- 
semination,”” Kelly 

. April, 1947, “Legal Aspects ot 
Euthanasia,’ Allred. ‘Medical 
Opinion on Euthanasia,” Schwi- 
talla. “Moral Aspects of Eutha 
nasia,” Werts. 

. July, 1947, “V. D. a Matter ot 
Moral Conduct.” “Human Values 
in Social Hygiene,” Schwitalla 

. Oct., 1947, “Common Grounds 
for Psychiatrists and Priests, 
McCarthy. “The Imputability of 
the Mental Patient,’ Simonard 
“Moral Limitations in Mental 
Disease.” 
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. Jan., 1947, “Code of Ethics for 
Catholic Hospitals,” Kelly. 

. Feb., 1947, “Ethics for Modern 
Nurses,” Bouscaren com- 
mentary on indefensible teach- 
ings. 


3. Jan., 1948, “Morality of Ectopic 


Operations,” Kelly. 
. Feb., 1948, “Obstetrical Service 
. . . Sisters in Delivery Room, 
Kelly. 


(Concluded on page 398) 
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Educational Relationships of Catholic Schools 


The subject of educational rela- 
tionship between schools of nursing 
and colleges or universities has 
always been of interest. The variety 
of forms in use has been a part of 
the information contained in the 
directory of Catholic schools of nurs- 
ing issued annually by the Catholic 
Hospital Association since 1935. At 
the present time a trend toward the 
extension of the practice of educa- 
tional relationships creates problems 
particularly in relation to the influ- 
ence of the different forms of rela- 
tionship on the educational level of 
the school of nursing and the desir- 
ability of specific patterns. The Con- 
ference of Catholic Schools of Nurs- 
ing devoted a session of its meeting 
in February, 1948, to the question of 
educational relationship and _ re- 
quested special studies on this subject. 


Preliminary Study 

A preliminary map and statistical 
tabulation, demonstrating the geo- 
graphic distribution of existing rela- 
tionships was prepared on the basis 
of information available in the 1947 
directory of Catholic Schools of Nurs- 
ing.' On the basis of that study, 
there were found to be 365 Catholic 
Schools of Nursing in the United 
States (including hospital units of 
collegiate schools and central schools) 
among which were 36 collegiate 
schools, 23 other forms of institu- 
tional affiliation, 8 central schools 
with 23 hospital units, and 116 
schools having arranged for course 
affiliation. In 167 cases, or 45.7 per 
cent, the school reported affiliation 
for accreditation only, or no affilia- 
tion. 

It was felt desirable that some 
doubtful statements on the educa- 
tional relationship of a school of 
nursing be clarified, especially with 
regard to the differentiation between 
1) institutional integration with a 


1Pohlen, K. “Educational Affiliation of Catholic 
Schools of Nursing in the United States.’’ Hosprrar 
Procress, April, 1948, pp. 149-151. 
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college or university, 2) institutional 
affiliation, 3) course affiliation, and 
4) accreditation, according to the 
definition of these forms given in the 
January, 1935, issue of HospiTav 
Procress. Furthermore, the extent 
of course affiliation and the kinds of 
courses involved needed special at- 
tention, in an effort to determine 
whether or not any common and de- 
sirable factors could be demonstrated. 
Accordingly, a detailed question- 
naire was mailed to 384 Catholic 
schools of nursing in the United 
States. Returns were received from 
352 schools, or 92 per cent. Of these, 
11 reported that the school had closed 
since the 1947 Directory was pub- 
lished, and 24 identified themselves 
as units of central schools. It seemed 
desirable to eliminate units of central 
schools from this study, since each 
central school and its units should be 
considered as one school of nursing. 
Therefore, the new tabulation of the 
survey deals with the educational 
relationships reported by 317 Cath- 
olic schools of nursing in the United 
States. Sufficient information was re- 
quested to substantiate the statement 
about the educational relationship. 
In some cases the description given 
of the relationship did not justify 
the classification reported and had to 
be corrected accordingly. For in- 
stance, in four schools the reported 
course affiliation proved to be for 
required clinical subjects only, which 
was not considered pertinent; and 
five schools reported a course affilia- 
tion for which no credit was given or 
for which the credit was non-trans- 
ferrable. 

Existing educational relationships 
with institutions of higher education 
were reported by 194, or 61.2 per cent 
of the Catholic schools of nursing 
replying to the questionnaire. Three 
per cent of the schools reported that 
such relationships would begin in 
September, 1948, while an additional 
9 per cent reported that they were 
considering definite educational rela- 


tionships in the near future. Only 82 
of the schools (26 per cent) reported 
that they had no such relationships 
and did not plan for them in the 
future. 


Accreditation Only 

Eight per cent, or 25 of the schools 
indicated only accreditation. Nine- 
teen colleges or universities provided 
accreditation for these schools, and 
three schools reported accreditation 
by more than one college or univer- 
sity. One Catholic university was 
listed as the accrediting institution 
for seven schools; two more provided 
accreditation for three schools each, 
and three other colleges or universi- 
ties each accredited two schools 
Credits available to the graduate of a 
school of nursing enjoying accredita- 
tion by a university or college ranged 
from 30 credit hours to 64 credits 
toward a degree. Several of the direc 
tors of the schools of nursing com 
mented that the relationship had 
proved “sterile,” and they were un 
able to explain the advantages to be 
gained from accreditation. The geo 
graphical distribution of these schools 
did not appear to be significant. 

The relationship of course affilia 
tion was reported by 109, or 34 per 
cent of the schools. The difference 
between this total and the figure 116 
reported by the previous study is due 
to the elimination of clinical affilia- 
tion and those for which credit is not 
granted. As demonstrated in the 
earlier study, this type of relation- 
ship remains the most prevalent. 
However, wide variation was found 
even within this single classification. 
The course affiliations reported in- 
cluded situations where the student 
nurse attended the college or univer- 
sity for specific courses; -where mem- 
bers of the college faculty came to 
the school to teach; or where a 
faculty member of the school of nurs- 
ing was recognized as a member of 
the college faculty and credit was 
given for the course or courses 
taught. In 109 schools giving detailed 
information, the range of courses | or 
which affiliation is sought was from 
one to 17 courses. Chemistry courses 
were sought most frequently and 
were reported in 85 of the schov's. 
The other physical and biologi al 
sciences followed: microbiology in 
75 schools and anatomy and phys’ !- 
ogy in 72 schools. Concerning so al 
sciences, 65 schools reported cov s¢ 
affiliation for psychology; 57 for -0- 
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ciology, and 13 for mental hygiene. 
[wenty-nine schools reported religion 
taught through course affiliation; 
even reported philosophy, and 39 
eported ethics so taught. Other 
cience affiliations included: phar- 
iacology, pathology, nutrition, die- 
‘tics, biology and zoology. Of these, 
utrition only appeared with signifi- 
int frequency, being included in 26 
wurse affiliations. There was a very 
w frequency for the traditional pro- 
ssional subjects of the nursing cur- 
ulum, but the following subjects 
e on the affiliation program in six 
less schools: history of nursing, 
ychiatry, public health, profes- 
mal adjustments, nursing arts, 
irsing and health in the family, ob- 

. etrics, introduction to medical and 
rgical nursing, and social prob- 
lems. Some courses offered by course 
a‘filiation were not traditional in the 
non-collegiate curriculum. Included 
in this group were: English, offered 
in 20 schools: physical education: 
applied psychology; history; logic; 
government; and ward administra- 
tion, each with a frequency of six or 


less. 


83 Colleges With Affiliation 
Eighty-three colleges which co-op- 
erate in furnishing course affiliation 
for 100 schools of nursing were iden- 
tified. Of these, 43 were Catholic in- 
stitutions, while 40 were non-Cath- 
olic. Included in the group were 52 
colleges or universities, 18 junior col- 

leges, and 13 teachers’ colleges. 
The relationship of subjects 
selected for course affiliation to the 
total amount of credits earned could 
be found from the reports of 74 
schools giving sufficiently detailed 
data. In any case, even where five or 
less credits were earned by course 
affiliation, chemistry, microbiology, 
psychology and sociology were in- 
volved. Subjects such as anatomy, 
physiology, ethics, religion and nutri- 
tion were included in the arrange- 
ment for course affiliation only if 
more than five credits were to be 
earned. An increase in the volume of 
irse affiliation to 16 and more 
lits included dietetics, English, 
ntal hygiene, history of nursing 
pathology. Other subjects were 
ght through course affiliation only 
en this type of educational rela- 
ionship was so far advanced that 
e than 25 credits were so earned. 
he relationship defined as insti- 
mal affiliation was reported by 
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32, or 10 per cent of the schools of 
nursing. Two schools reported this 
relationship with two colleges or uni- 
versities. One university was asso- 
ciated in this manner with nine 
schools of nursing, while four univer- 
sities were associated with two 
schools each. A total of 22 colleges 
or universities were affiliated with 
schools of nursing according to this 
classification. 

Twenty-eight, or eight per cent, of 
the schools reported institutional in- 
tegration with various Catholic insti- 
tutions of higher education. The in- 
tegration was with 25 colleges or 
universities. In all cases, these schools 
and the colleges or universities with 
which they are integrated offer a 
basic degree program in nursing. It 
should be noted here that this figure 
does not show the total number of 
Catholic collegiate schools of nurs- 
ing. In addition to the 28 hospitals 
here reporting integration, several 
collegiate schools of nursing are so 
organized that they do not report an 








LO, THE POOR INDIAN? 
LO, THE POOR FILE CLERK! 


When the Rosebud Indian 
Reservation Hospital in South 
Dakota sends its baffling cases 
to Creighton Memorial St. Jo- 
seph’s Hospital, Omaha, Neb., 
authorities at St. Joseph's are 
pleased; the Indian patients 
furnish excellent teaching ma- 
terial. 

But brows in the medical 
record library of the hospital 
tend to knit when the Indian 
patients’ records make their 
appearance. There’s always a 
chance, of course, that the 
Indian’s name may turn out 
to be Abraham Beardog or 
Helen Fivecoats, which is fine. 
But it may be William Poor 
Bear or Lucille Kills Enemy, 
which is not so good from the 
alphabetical filing standpoint, 
though the girls have man- 
aged, with a bit of ingenuity, 
to take care of such triple 
names. The trouble is, where 
is the end? What if Chief 
Rain-in-the-Face decided to 
get sick? 

With a concerted shudder, 
the medical record library of 
this particular hospital has 
decided that the only good 
Indians are healthy Indians! 

(From the Nebraska Hos- 
pital Association news letter 
edited by Mr. Francis Bath). 

















affiliated hospital and are not in- 
cluded in this data. 

The educational affiliations planned 
by the 41 hospital schools of nursing 
may be classified as follows: 
integration ‘ 
institutional affiliation 
course affiliation 
accreditation 
uncertain as to type 


SC hools 
schools 
§ schools 
SC hools 
schools 


Summary 

According to the data furnished 
by 317 schools of nursing co-operat- 
ing in this study, there has been a 
significant increase in the incidence 
of educational relationships between 
Catholic schools of 
stitutions of higher 
earlier study, based on 1946 data, 
reported 54 per cent of Catholic 
schools of nursing involved in some 
educational relationships. The 1948 
data reveals 66 per cent of Catholic 
with existing relationships 
and an additional 12 per cent in the 
process of planning 

Of the four classifications of rela- 
tionship used by the Directory of 
Catholic Schools of Nursing, course 


nursing and in- 
education. An 


schools 


affiliation most 
both in 
planning. Affiliation is sought most 
frequently for the physical and bio- 
logical and for the social 
sciences. 

The weaknesses of this type of re- 
lationship were emphasized by sev- 
eral directors who reported the dis- 
continuance of a course affiliation 
because of dissatisfaction with the 
educational results. The wide range 
of earned credits through course affil- 
iation raises the question of whether 
course affiliation for more than a min- 
imum number of subjects should not 


appears frequent, 


existing programs and in 


sciences 


require more supervision of the cur- 
riculum by the educ?tional institu- 
tion than is usually found in this 
relationship. 

The diversity of patterns demon- 


strates no common aim for course 
affiliation except the aggregation of 
credit hours and supplementing 
schools of nursing faculty and facili- 
ties. 

The second relationship, in order 
of frequency, was institutional affilia- 
tion. Although 32 schools are re- 
ported in this classification, a slight 
increase over the previous findings, it 
is known that several schools so in- 
volved contemplate re-organization 
resulting either in full integration or 
in course affiliation only. It is in this 
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classification that the practice of 
granting “lump-sum” credit for the 
basic nursing curriculum is most 
prevalent, with varying degrees of 
direction and supervision exercised 
by the educational institution. It is 
doubtful if this classification will re- 
main valid indefinitely, in view of 
current trends toward integrated col- 
legiate programs and clearer defini- 
tion of the role of the hospital school. 

Some dissatisfaction was expressed 
with the relationship of accreditation. 
Only two schools reported plans for 
this relationship, 

In summary, two tables are pre- 
sented. Table I illustrates the rela- 
tionship of the bed capacity in Cath- 
olic schools of nursing to the type 
of affiliation reported. 

In 46 schools connected with small 
hospitals of 100 beds or less, only 
four (8.7 per cent) report integration, 
while 29 (60.9 per cent) have course 
affiliation. The schools connected 
with hospitals of 200 to 300 beds 
number 219. Of these, 41 schools, or 
18.8 per cent, report integration, and 
83 schools, or 38 per cent, report 
course affiliation. Thus, the per cent 
of schools connected with medium 
size hospitals entering integrational 
relationships is slightly more than 
double that for the small schools, and 
the percentage of course affiliations 
decreases in about the same ratio. 

Of the 52 largest schools connected 
with hospitals of 300 beds or more, 
53.8 per cent (28 schools) report in- 
tegration, while 25 per cent (13 
schools) report course affiliation. It 
would appear, then, that the extent 
of the relationship of integration is 
in direct proportion to the size of 
the home hospital. Also, as the pos- 
sibility of integration increases, the 
necessity for course affiliation de- 
creases. 

Table II summarizes the informa- 
tion obtained as to the type and ex- 
tent of educational relationships ac- 
cording to nine regional areas. In 
general, it will be noted in this table 
that the Eastern regions report rela- 
tively fewer educational relationships 
than do the Central and Western 
regions. 

+> 
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THEOLOGICAL STUDIES (A mag- 
azine carrying many moral prob- 
lems.) 





TABLE | 


Percentage of Schools of Nursing which have aranged for integration or institutional 
affiliation, and course affiliation — groups by size of hospitals. 





Educational Affiliation 

(existing or planned) 

Bed Capacity Total No. 
of of Schools 
Hospital of Nursing 


Course 
Affiliation 


Integration or 
Institutional 
Affiliation 


No. | Percentage Percentage 


100 beds or less 8.7 


101 to 200 beds 


60.9 


201 to 300 beds 


301 beds or more 





Total 





TABLE I 


Educational Relationships of 317 Catholic Schools of Nursing 





Insti- . . - ‘ Inc 
: , Course | Accredi-| A fiilia- No mn 
Integra-| tutional) 4 gitig- | tation | tion | Afilia- Pete 


tion A fiilia- ; : 
fi tion only |Planned| tion Infor 
tion mation 


Total 
Schools 


Geographic 
Region’® 


New England . . ‘ 
States ‘ ; ™ ' 


North Central 5 > 
Atlantic States) * 1 


South Central 
Atlantic States 

South Eastern 
States 

East North 
Central States 


West North 
Central States 


North Western 
States 

South Central 
States 

South Western 
States 

Hawaii 
Total 317 28 





Percentage 100 8.8 








*New England States: Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, Vermont 
North Central Atlantic States: New York, Pennsylvania, New Jersey. 

South Central Atlantic States: Kentucky, Virginia, West Virginia, Maryland, District of Columbia, Delaw 
South Eastern States: North Carolina, Georgia, Tennessee, Alabama, Mississippi, South Carolina, F 
East North Central States: Illinois, Ohio, Michigan, Indiana, Wisconsin. 

West North Central States: Missouri, Minnesota, lowa, Kansas, Nebraska, Colorado, S. Dakota, N. Da! 
North Western States: Washington, Oregon, Montana, Idaho, Wyoming. 

South Central States: Texas, Louisiana, Oklahoma, Arkansas, New Mexico. 

South Western States: California, Utah, Arizona, Nevada. 
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What Does the Press Think of Us? 
George E. Read 





Recently citizens of the District of 

olumbia witnessed the elaborate 
edication ceremonies attending the 
ening of two new hospitals: one 
tached to Georgetown University, 
e other to George Washington Uni- 
rsity. The completion of these 
ructures was greeted with joy by 
se who have been sorely worried 
er the sad state of Washington’s 
spital facilities. Columns of print 
eted the opening day exercises 
inting with great pride to the 
est and best in facilities and equip- 
nt which each institution pro- 
ed. 


A Reporter Takes a Look 

One man was stirred by all the 
fanfare to undertake a study of the 

spital situation in Washington and 

oughout the nation. He is George 

veridge, a staff reporter for the 
Washington Evening Star, assigned 
to health and hospital matters. The 
results of his studies in the hospital 
field were made known in a series of 
four articles which appeared recently 
in the Evening Star under the gen- 
eral title “You and Your Hospitals.” 
It is apparent at once that Mr. 
Beveridge knows his subject, and the 
articles should prove of great interest 
to anyone interested in this field. 

he articles point up the fact that 
more and more people are recognizing 
that the community’s health is the 
community’s responsibility. The aver- 
age family man is losing his inherited 
dread of hospitalization. He is coming 
to feel that the health of his children 
is essential to the future security of 
his country. Spurred on by those who 
advocate compulsory health insur- 
ance, he is coming to the point where 
he will expect hospitalization to be 
provided for his children — at a cost 
within his reach. 

This type of thinking is finally 
having its effect on hospital leaders, 
according to Mr. Beveridge. They 
feel that how well they do the job of 
putting voluntary hospitals on a firm 
basis will determine largely whether 
the voluntary hospital will disappear, 
to be replaced by private tax-paying 
hospitals for those who can pay their 
bills and Government-operated hos- 
pitals for those who can’t. 
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It will not be easy for voluntary 
hospitals to fight their way through 
the maze of financial difficulties with 
which they are faced. It is most 
heartening, however, to see the prob- 
lem has been recognized and efforts 
are being made to solve it. 

Mr. Beveridge points out in his 
articles that the voluntary hospitals 
were originally intended for the care 
of the poor. They depended upon the 
benevolence of the community, plus 
extra charges to those who could pay 
for hospital care. 

The developments in medical sci- 
ence and the expansion of modern 
nursing care greatly increased the 
costs of hospital operation. The de- 
pression cut into the large endow- 
ments and contributions which had 
been a mainstay. 

But instead of the number of pa- 
tients in hospitals being reduced, 
during the 10-year period ending in 
1947, “the number of people who 
entered hospitals annually actually 
doubled.” 


Hospital vs. Hotel 

Mr. Beveridge draws an excellent 
comparison between a large hospital 
and a hotel, because they have similar 
overhead expenses of labor and up- 
keep. In addition, a hospital has a 
pharmacy, laboratory, X-ray, deliv- 
ery, and operating rooms. It has a 
clinic, a nursing school, and many 
hundred thousand dollars worth of 
equipment — all kept ready for im- 
mediate use at any hour of the day 
and night. 

At the American Hospital Associa- 
tion convention in Atlantic City there 
were discussions which made it clear 
immediate attention must be given to 
modernizing hospital administration 
policies and bringing rate policies up 
to date. 

On the latter point Mr. Beveridge 
points to the practice of charging 
ward cases a rate which is actually 
less than cost, while patients in 
private rooms pay considerably more 
than cost. “But, actually, leaders say, 
it costs as much to care for a patient 
in a ward as in a private room.” 

It appears from the Beveridge arti- 
cles that most hospital bills are based 
on two sets of charges. One is a 


specified rate for the use of the hos- 
pital room, food, nursing, and a few 
other services. The other is for the 
so-called extra services, which 
according to the treatment. It in- 
cludes drugs, X-rays, 
blood transfusions, etc 

“At the recent 
American Hospital Association Con- 
vention,” Mr. Beveridge states, ‘Dr. 
A. C. Bachmeyer, director of the Uni- 
versity of Chicago clinics, said that 
while a hospital’s special 
represent only 30 per cent of its ex- 
penses, they produce 60 per cent of 
its income.” 


vary 
anesthesia. 


sessions of the 


services 


It is this type of confusion over 
costs and rates which must be elimi- 
nated if the voluntary hospitals are 
going to continue to carry on their 
great work in caring for the health 
of the community. 


D. C. Hospitals Ask Funds 

Recently, in Washington, voluntars 
hospitals went to the governing au- 
thorities of the District of Columbia 
and demonstrated clearly an existing 
need for government funds to 
for indigents who cannot be attended 
to in the District’s hospital. The au- 
thorities recognized this need and ob- 
tained the necessary authorization of 
funds from Congress. In the hand- 
ling of these negotiations it 
apparent that the District's voluntary 
hospitals had examined their costs 
and were able to present a clear pic- 
ture of the cost to the hospital of 
each indigent patient. Such clear ac- 
counting breeds confidence in hospital 
administration. 

It is expected that modernization 
of hospital administration generally 
will prove a great help to their effi- 
cient functioning. In addition, there 
is the present effort to expand the 
plan for prepayment of hospital ex- 
penses. Mr. Beveridge examines these 
plans at considerable detail in his ar- 
ticles. There are still some “bugs” in 
the various plans, but these may be 
eliminated. Plans are presently being 
expanded to cover many more people 
and at the same time provide many 
more services to those covered. 

Finally, Mr. Beveridge points to 
the need for careful planning “to 
determine the actual need and the 
most effective use of each hospital.’ 

Mr. Beveridge with this 
thought-provoking statement 
“Every three years operating expen- 
ses of a hospital total the original 
cost of the institution.” 


care 


was 


ck Ses 





APPENDECTOMY 


(Concluded from page 394) 


considered, it confers a proportionate 
benefit on the patient. It should not 
be done, however, without at least 
the reasonably presumed consent of 
the patient. Moreover, the justifica- 
tion of this procedure should not lead 
to the conclusion that a complete ap- 
pendectomy or a tonsillectomy may 
be performed at any time on a 
healthy man; on the contrary, except 
in unusual circumstances, there is no 
moral justification for these practices. 


References 


Moral Problems in Hospital Prac- 
tice, by Father Patrick Finney, C.M.., 
pp. 165-66. Father Finney allows the 
removal of an apparently healthy ap- 
pendix during the course of an ab- 
dominal operation for another pur- 
pose because the presence of the 
appendix after the operation “‘consti- 
tutes a probable danger of adhesions 
that may render a second abdominal 
operation necessary.”’ I am not sure 
of the medical value of this reason; 
hence I did not wish to use it as an 
argument. I might add here that one 
doctor told me it would be hard to 
say when an appendix is “healthy.” 
Of course, if there is some doubt 
about this, that would be a special 
reason for performing the incidental 
appendectomy. 


Moral Guidance, by Edwin F. 
Healy, S.J., pp. 184, 308. In this vol- 
ume Father Healy proposes some 
problems concerning the removal of a 
healthy appendix or healthy tonsils. 
In Teacher’s Manual for Moral 
Guidance (pp. 39, 77), Father Healy 
solves these problems. His solutions 
are the same as those given in my 
discussion: namely, that usually there 
is not sufficient reason for removing 
healthy tonsils or for performing a 
complete appendectomy on a healthy 
man. 


The Morality of Organic Trans- 
plantation, by Bert J. Cunningham, 
C.M. Father Cunningham’s thesis is 
that transplantation may be _per- 
mitted as an act of charity toward 
the neighbor. Some prominent theo- 
logians who have written in recent 
years incline favorably toward Father 
Cunningham’s thesis. His book also 
contains a good discussion of the 
notion of mutilation. 
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NEWS MISCELLANY 





University of Pittsburgh to 

Establish Graduate School of 

Public Health 

The University of Pittsburgh recently 
announced acceptance of a $13,600,000 
gift from the A. W. Mellon Educational 
and Charitable Trust for a new Grad- 
uate School of Public Health, planned 
“effective answer to a basic, vital 
Pittsburgh 


as an 
need of the people of the 


area.” 


Chancellor R. H. Fitzgerald of the 
University announced the appointment 
of Dr. Thomas Parran, former Surgeon 
General of the U. S. Public Health 
Service, as the first Dean of the new 
school and as consultant to the Chan- 
cellor on the medical sciences. Dr. Par- 
ran has already assumed his new 
position. 

Chancellor Fitzgerald stated that the 
purpose of the school will be to train 
physicians and other scientific leaders 
for work in public and industrial health 
and to conduct basic research in the 
prevention of disease and the lengthen- 
ing of life. Among the fields of preven- 
tive medicine with which the school 
will deal are child health, maternal 
health, geriatrics, mental health, and 
public health administration. 

The new school will be part of the 
University’s medical center and will 
“emphasize occupational and industrial 
hygiene, health generally connected with, 
or related to, Pittsburgh and similar 
urban industrial areas; and research in 
health problems.” 


The new Pittsburgh school is the 


school in th 
United State 


eleventh postgraduate 
medical sciences in the 
and Canada. 


National Institute of Dental 
Research Established in 
Bethesda, Maryland 
Establishment of the National Inst 

tute of Dental Research under authori 

of an Act of Congress was announc 
recently by Oscar R. Ewing, Feder 

Security Administrator. 

Appointment of Dr. H. Trend! 
Dean as Director of the National | 
stitute of Dental Research was 
nounced simultaneously by Surgeon 
General Leonard A. Scheele of the Pub- 
lic Health Service. Dr. Dean has be 
director of the Dental Research Section 
of the National Institutes of Health 
research branch of the Public Health 
Service. 

Under an order issued by the Federal 
Security Administrator, the new Na- 
tional Institute of Dental Research wil! 
be in the National Institutes of Health 
at Bethesda, Md., headed by Assistant 
Surgeon General R. E. Dyer. It wil 
have equal status with the already es- 
tablished National Cancer and Heart 
Institutes and the Institute of Experi- 
mental Biology and Medicine. The den- 
tal research program will be co-ordinated 
with other dental activities in the Public 
Health Service by Assistant Surgeon 
General Bruce D. Forsyth, Chief of the 
Dental Division of the Public Healt! 
Service. 


A Hubbard tank was recently donated to the polio clinic of St. Anthony's Hospitc 
St. Louis, Mo., by the estate of Mrs. Flora S. Frank. Shown above are, from t! 
left: Mr. Elmer Samish, representing the donor; Mr. Sam L. Wisebart, vice chairmc 
of the St. Louis and St. Lovis County chapter of the National Foundation for Infant 
Paralysis; Sister M. Carola, administrator, and Sister Joanette, physiotherapi 
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ta Exeelsis Deo 


Et in Terra Pax Hominibus! 
Rt. Kev. Tlegr. George Lewis Smith 


WHAT a contrast there is this 
Christmastide between the sublime 
paean of the Angelic Choirs from On 
High heralding the birth of the Prince 
of Peace and the hymns of discord 
and enmity which emanate from 
some of the dictators of the world 
today! If the men who control the 
destinies of peoples and nations would 
only pause in their mad rush to de- 
struction and acknowledge the Babe 
of Bethlehem as the Prince of Peace 
we would not be faced with the chaos 
and turmoil of the moment. If the 
world would only show Him the ad- 
oration that is His due, and if at 
the pronouncement of the Holy Name 
of Jesus every head should bow and 
every knee should bend, what a dif- 
ferent picture would be painted on 
the panorama of the events of our 
time! 

lf ever there was a period when 
men and nations needed to turn to 
Christ it is now when all material 
things seem to be in a state of con- 
fusion and when all of us have a 
fecling of uncertainty so far as the 
fu'ure of the world is concerned. 
More and more non-Catholics as well 
as Catholics are coming to the realiza- 
tion that we are not sufficient unto 
ourselves and that it is essential for 
us to seek something more funda- 
mental and permanent than the 
trensitory values of the mundane 
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world in which to place our trust 
and confidence. And whither shall we 
turn? To Him Who promised us that 
peace which the world cannot give — 
to Jesus, the Babe of Bethlehem and 
the Prince of Peace. 

At Christmas time the Star of 
Bethlehem enables us to see more 
clearly the eternal truths and to 
realize the dignity and responsibility 
of man as a rational creature of God 
for whose salvation the very Son of 
God became the Infant Jesus in the 
manger. But the cloud of secularism 
which is casting its shadow over so 


many phases of American life threat- 
ens to obscure the sublime 
which are high-lighted by Christ's 
Incarnation. So concerned are we 
about this blight of secularism that 
the theme of our 1948 Convention 
was: “Combating Secularism _ in 
Health and Health Services.” 

It is because Our Lord and Saviour 
Jesus Christ loves and cares for each 
of us individually and because the 
Charity of Christ impels those who 
are trying to follow in His footsteps 
to do likewise, that we can never be 
satished with merely routinized, im- 
personal and almost mechanical care 
of the sick, however efficient it may 
be, for each patient must be seen as 
another Christ in suffering and in 
need if the true Christian spirit is to 
motivate our ministrations. That is 
the reason why we are so seriously 
concerned both in the United States 
and in Canada about the proposed 
compulsory, tax-supported govern- 
mental medical and hospital care pro- 
grams on a vast mass-production, de- 
humanized, assembly-line basis. 

In no other sphere of human ac- 
tivity is true Christian Charity so 
necessary as in the care of the sick 
and the suffering, and in no other 
sphere can the dechristianizing poison 
of secularism do so much damage, for 
in no other area of human relations 
are the sacred rights and dignity of 


ideals 
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the human person more intimately in- 
volved. It is therefore essential for 
us to do all within our power to make 
certain that Christian principles and 
ideals thoroughly permeate our Cath- 
olic hospitals and schools of nursing 
and all their activities. 

Christmas is the time for renewing 
our Christian motivation and deepen- 
ing our spiritual faith. In every Cath- 
olic institution the Feast of the Na- 
tivity will be observed with the 
sublime beauty of the Liturgy of the 
Church. We Will experience the spirit- 
ual joys of the Season. Let us use 
this Christmastide of 1948 as the oc- 
casion to renew the fullness of the 
Spirit of Christ and of true Chris- 
tianity in our institutions and in our- 
selves, not just for Christmas but for 
every day of the year. Let us make 
every effort to emphasize the true 
meaning of Christ’s Incarnation to 
our staffs, our patients and all who 
come in contact with our institutions 
by manifesting the genuine Christian 
spirit in our own lives and in every 
phase of institutional activity. Let 
us never forget that it is only by 
bringing Christ into our institutions 
and our daily work for the sick and 
the suffering that we will be able 
effectively to combat secularism in 
hospital and health care. 

On behalf of all the officers, the 
administrative and executive boards, 
and the staff of our central office I 
wish ali the members of our Associa- 
tion in the United States and Canada 
a happy and a holy Christmas. My 
sincere hope and prayer is that the 
Babe of Bethlehem, the Prince of 
Peace, will grant through the hands 
of Our Blessed Lady to each and 
every Priest, Sister, Brother, doctor, 
nurse, and lay-person connected with 
our Catholic hospitals and all who 
are near and dear to them every grace 
and blessing they may need this 
Christmastide. 


+> 


3,035 Army Hospital Beds Set 

Aside for Veterans 

A total of 3,035 beds in Army hospi- 
tals throughout the United States have 
been allocated for treatment of veterans, 
Major General Raymond W. Bliss, Sur- 
geon General of the Army, announced 
today. The allocations were made at the 
request of the Veterans Administration. 

Beds allotted for veterans may be 
used partly for the treatment of chronic 
disabilities, with 325 set aside specifically 
for tuberculosis cases at Fitzsimmons 
General Hospital in Denver. 
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Cheer For the Patient 


If the Christmas Season is 
to “change all griefs and 
quarrels into love,” the nutri- 
tionist and her staff must play 
no small role. Before one can 
kindle the fire of charity in 
the heart one must kindle the 
fire of hospitality in the hall, 
in the sick room, in the ward. 
The administrator, the chap- 
lain, the nurse—all can be 
helpful; but, since happiness 
for man — the hungry sinner 
— greatly depends on dinner, 
the nutritionist will doubtless 
make a major contribution. 
No, she will not serve “for- 
bidden fruit.” A diet has to be 
correct even at Christmas. 


The tray will, of course, be 
attractive. A big red apple or 
a bunch of grapes with a 
sprig of holly will delight the 
eye. Fruit salads and cocktails 
should appear in holiday at- 
tire. White grape juice will be 
relished by many. A delicious 
morsel to delight a delicate 
appetite is a Christmas wreath 
canapé. A recipe: Spread soft 
white crearn cheese on a 
round cracker, pipe green- 
colored cheese around the 
edge, and simulate a tiny 
red bow with colored cream 
cheese where the ends of the 
wreath meet. An attractive 
salad is made up of grape- 
fruit sections on lettuce, gar- 


nished with pomegranate 
seeds and water cress. It may 
serve as a tasty first course. 

Christmas must have its 
symbols. There may be noodle 
stars in chicken broth, in a 
stock with tomato juice, in 
tomato soup with chopped 
peppers. The dressing for the 
poultry (if allowed) may be 
star-shaped; also jellied to- 
mato salad, hot breads and 
cookies. 

There are other symbols. 
They should raise the mind 
from material to spiritual 
food. You might, for instance, 
attach this note to the Christ- 
mas tree cookie: “This tree 
represents the tree of the 
Cross; the lights represent the 
‘Light of the World’; the gifts 
upon the tree represent the 
gifts that come to us through 
the merits of Christ's death 
upon the tree of the Cross.’ 

A representation of the 
Christ Child in the manger, 
whether of paper, plastic, or 
other material, is always a 
treasured favor. 

Let Christmas, then, be a 
bright and happy day; but 
let its brightness come from 
the radiance of the Star of 
Bethlehem. 

Sister Mary Cecilia, 
St. John’s Hospital, 
Pittsburgh, Pennsylvania. 
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Preserving 


The Voluntary Hospital System 


\S A representative of the Catholic 

spital Association, I cannot appear 

wre this meeting without recalling 

ith gratification the influence of the 

American College of Surgeons in rais- 
ing standards of medical care in our 
1100 Catholic hospitals in the United 
States and Canada. It is with some 
pride also that I recall how our first 
President, the late Father Charles B. 
Moulinier, S.J., co-operated actively 
with Dr. MacEachern in promoting 
the project of standardization for hos- 
pitals throughout the United States 
and Canada. The Catholic hospitals 
are proud to be a part of the hospital 
system of the United States and are 
particularly proud to be a part of 
the great system of voluntary hospi- 
tals which play so important a part 
in the care of the sick of this coun- 
try. That we have so many voluntary 
hospitals and that they are so 
eminent in the hospital field is a trib- 
ute to the initiative, the generosity, 
and the Christian attitude of Amer- 
ican citizens. 

Che voluntary hospital system is 
something that has really sprung out 
of man’s natural sympathy for human 
suffering; as an organized effort, it 
has been ennobled by Christian char- 
ity and made efficient by abundant 
resources of medical skill and tech- 
nical and scientific advancements. In 
the scheme of civilized society, it has 
always been recognized that there is 
in human nature a natural quality 
which prompts a normal man to go 
to the assistance of his neighbor when 

latter is in distress. There has 
en the corresponding assurance that 
hen one is in trouble, he may with 
fidence turn to his friends or 

‘ighbors for help and comfort. In 

beautiful Gospel story of the 

id Samaritan, Christ forcefully il- 

rated the obligations and quality 

ieighborliness and for all time set 


\ddress delivered at the American College of 


Surseons Convention, Los Angeles, Oct. 18-22. 
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a pattern of Christian human rela- 
tionship and Christian interdepend- 
ence. 


Charity Basic to Voluntary 
Hospital 

From the earliest Christian era 
there has been a traditional feeling 
that there was a personal obligation 
to give of one’s time and one’s goods 
for the care of the sick. The earliest 
hospitals were organized to care for 
the sick poor. Through the early 
Christian era and through the Middle 
Ages there was never any question 
of charging the patient for hospital 
care. Endowments and voluntary help 
made it possible to render this care 
free. Those who donated to those in- 
stitutions were continuing the Chris- 
tian spirit of contributing to the wel- 
fare of their sick neighbors. 

The modern voluntary hospital has 
grown out of that tradition. It has a 
warm spot in the hearts of the Amer- 
ican people because it has kept its 
doors open to those who needed care 
regardless of the ability of the patient 
to pay. The soul of the voluntary 
hospital system has been this gen- 
erosity, this Christlike spirit of car- 
ing for one’s neighbor in time of need. 
And now, at the very moment when 
voluntary hospitals are at their max- 
imum service — when they are caring 
for more patients than ever before, a 
cloud is cast over them. There is the 
suggestion that the burden of operat- 
ing the voluntary hospital is too great 
— that we must look to the Govern- 
ment for help—there is even the 
suggestion that Government owner- 
ship might be the solution. 

Those of us who know the volun- 
tary hospital system rebel at the idea 
of Government control. Most of us 
have visions of inefficiency, red tape, 
lack of interest and initiative, and 
lack of personal attention when we 
think of the socialization of medicine 
and hospital care. We pray to God 
that it may not come. Nor do I be- 


lieve that it will come if medical men 
and voluntary hospital representatives 
fight to preserve the soul of medicine 
and spirit of Charity of voluntary 
hospitals — by that I mean a con- 
tinuing Christlike attitude 
our sick neighbors. We can lose this 
animating spirit of the voluntary hos- 
pitals if we permit them to degener- 
ate into a cold, calculating, highly 
efficient treating sick 
bodies. There can be a danger that 
hospital administrators and governing 
boards may work towards a too per- 
fect system of financial coverage for 
patients. The rich will be able to pay 
for themselves, the indigent may be 
directed to welfare institutions, and 
the white collar people and medically 
indigent will be the responsibility of 
prepayment plans or compulsory in- 
surance. No longer will it be 
essary to give charity. Then we as 
individuals and as voluntary institu- 
tions may shift personal obligations 
for the welfare of our neighbor to 
agencies. Then will be lost the Chris- 
tian motivation which been the 
vital force of our voluntary hospital 
system; then will disappear the beau- 
tiful Christian quality of sympathy 
and help which flowed from the 
Christian spirit of giving, even at a 
sacrifice. 

It is most unfortunate that the hos- 
pital administrator must be so money 
unfortunate 


towards 


business of 


nec- 


has 


conscious today. It is 
that costs of hospitalization force him 
to think 
tract him from giving fullest atten- 
tion to the personal needs of the pa- 
tients, and it is regrettable that 
administrators must critically evaluate 
a patient's ability to pay rather than 
merely consider his medical needs. 
When one considers that the volun- 
tary hospital owes its existence to 


too much of budgets, dis- 


society's desire to relieve human suf- 
fering wherever found, when one re- 
calls that it owes its development and 
growth in a large measure to men and 
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women who were willing to devote 
their lives and their money to projects 
of providing better medical care for 
all who were sick, and when one re- 
members that a Christlike zeal for the 
sick and a deep human sympathy for 
one’s neighbor have been the support- 
ing columns of our voluntary hospi- 
tals, we find it difficult to justify 
some of the hard business practices 
which have crept into modern hospi- 
tal administration; voluntary hospi- 
tals should vicariously manifest to 
the sick the sympathy, the solicitude 
and the generosity of the men and 
women who originally made them 
possible. 


Voluntary Hospitals Should Retain 
Their Spirit 

We know that personal charity has 
a warmth and sincerity that cannot 
be approached by any public welfare 
agency; in the same manner, the vol- 
untary hospital has had a reputation 
of expressing a welcome, a spirit of 
personal interest, and a warmth that 
cannot be found in a government 
agency. The voluntary hospitals have 
an obligation to continue this spirit. 
They must continue to reflect the 
generous, Christlike solicitude for the 
sick that has been their tradition in 
the past. In dealing with patients, 
they must not forget that they are 
representatives for much personal 
charity from men and women who 
have a natural sympathy for the sick. 

In the effort to be efficient, the 
hospital must not reduce the patient 
to the status of an impersonal com- 
modity article in an assembly-line 
system. In an effort to cope with cost, 
the door must not be closed upon 
those who cannot pay or those who 
cannot make an advance payment. In 
the effort to balance the budget, the 
medically indigent must not be sub- 
jected to humiliation and embarrass- 
ment because they do not fit into 
a classification or category which 
guarantees payment for their hos- 
pitalization. 

One hears too frequently of pa- 
tients being turned away and sent to 
welfare institutions; one hears un- 
fortunately of critically ill patients 
being held up at the admission office 
until financial responsibility has been 
established; one is told of some pa- 
tients being embarrassed by the 
week-in-advance payment. One sus- 
pects that some hospital administra- 
tors and trustees look forward to a 
utopia when the hospital will not be 
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asked to take any risk; when coverage 
for all patients will be guaranteed. 
If that time comes, the voluntary 
hospital may have lost its standing 
because it has failed in its func- 
tion as a charitable institution. I am 
conscious of the high cost of hospital 
operations today; I am sympathetic 
towards those who have financial re- 
sponsibility in these institutions; I 
am not antagonistic to the role of 
government as a complementary and 
supplementary source of aid in health 
care; but I emphatically state that 
the voluntary hospital must retain its 
status by continuing to be an institu- 
tion to which men and women may 
look as a haven of mercy and an 
agency representing in fact and spirit 
the cumulative sympathy and mercy 
of the men and women in the com- 
munity. 

Organized charity and organized 
health care have already robbed us as 
individuals of a function which en- 
riches and ennobles our characters; we 
have surrendered the function of per- 
sonally giving to the poor; and of 
personally helping our neighbor. In 
shifting that responsibility to agen- 
cies and hospitals, we have taken 
something humanizing and Christian 
out of our community living — we 
are less like neighbors dependent on 
one another, and more like self-suffi- 
cient automatons. 

The doctor who has so organized 
his practice that he never gives his 
service gratis and who never uses his 
God-given talents and medical skill 
except for a price has ruled out of 
his life experiences and associations 
necessary to make him a nobler man, 
a practicing Christian and a true pro- 
fessional man. Such conduct not only 
robs society of a service he could 
render but robs himself of necessary 
and salutary contacts with the poor 
who suffer. 


Certain Groups Depend on 
Hospitals 


In like manner voluntary hospitals 
who cater only to those who can pay 
or be paid for rob themselves of the 
spirit and practice which made them 
great in the eyes of the American 
public. The rich we need not worry 
about; many of the indigent will seek 
help at the hand of welfare agencies, 
but the white collar man, the med- 
ically indigent and many of our own 
poor, will continue to look to our vol- 
untary hospitals for considerate and 
sympathetic treatments of their ills, 


and for a sympathetic understandin; 
of their economic situation. 

The hospitals which I represen 
have above their doors the Cross 
symbolizing the spirit and ideals o 
Christ. It is my personal feeling tha 
if the spirit of Christ is not exer 
cised by these institutions in thei 
treatment of the poor and in thei 
spirit towards all sick, they shoul 
take down the Cross. It is my furthe 
belief that all voluntary hospital! 
were organized as a furtherance o 
Christian ideals for the care of th 
sick, and that in a Christian societ 
they have the obligation to act as s\ 
many arms and hands of Chris 
stretched out to the sick and poo: 
As long as the voluntary hospitals 
are true to this Christian ideal, the 
shall not be in jeopardy, and no other 
type of institution can replace them 
If they lose this ideal, they lose their 
soul, and the body must soon be de- 
composed. 

How is the voluntary hospital to 
retain this tradition of generous serv- 
ice and meet mounting costs? I believe 
that it can be done if Government 
and voluntary hospitals cooperate 
in sharing the responsibilities for 
hospital care. Through the Hospital 
Survey and Construction Act the 
Government has recognized its re- 
sponsibilty for broadening hospital 
facilities for the people. This assist- 
ance was granted to private as well 
as Government institutions. This is 
in fact a practical demonstration of 
the partnership responsibility _ be- 
tween the Government and volun- 
tary hospitals by which hospital 
facilities and services are extended 
and made available to greater num- 
bers of our people. 

I should like to suggest that the 
next logical step in the development 
of good public welfare policy c 
cerns itself with the extension i 
service to indigent patients by the 
Government’s assuming a fuller ¢e- 
gree of responsibility for the indige:' 
who come to the voluntary hospita 

In conclusion, let me say I beli« 
that God has blessed the medical p: 
fession and the American hospi 
system because there has been a t! 
Christian spirit of service to on 
neighbor. I believe, moreover, that 
we will but be true to this Christi 
ideal, American medicine and | 
American voluntary hospital will « 
pand so that greater charity, grea‘ 
skill, and greater facilities will 
available to the American people. 
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4 Suwey Vudicates 


The Need for Specialized X-Ray Teaching 


Sister Christina, AB... R.7.. B.S. 


EDUCATION is a means by 
vhich certain changes are brought 
2pout in students. The methods by 
which this educational program is 
carried out are of prime importance 
t» the teaching process. Teaching of 
X-ray technique can be broadened 
through the evaluation and integra- 
tion of essential elements of the gen- 
eral methods used in education with 
the methods to be employed in teach- 
ing of radiologic technology. 

Teaching in the field of radio- 
graphic technique has been con- 
stantly advancing, and results are 
gratifying. Much remains to be done, 
however, in the way of research. 

This is an age of specialization. 
Almost every branch of medicine is a 
specialty in itself as it advances 
further in theoretical knowledge and 
practice. Research has done much for 
medicine, and to it is due, to a great 
extent, the progress in specialization. 

In the pioneer days, the physicians 
did most of the technical work in 
X-ray; but as the specialty gained in 
progress, technicians were trained to 
assist the physician. Skill was ac- 
quired through much practice and ex- 
perience. The technicians received 
such training as their employers 
could provide, for there were as yet 
no schools for that purpose. 

With the exception of the course in 
practical technique given to men at 
Camp Greenleaf in the Military 
School of Roentgenology in Georgia, 

irses were not organized. During 
he period of World War I, and after, 
°16-1920, the value of a_ well 

ined worker was brought to the 
eground. The need for special 
ining was felt throughout the 
ntry. 

\ committee composed of members 

he Radiological Society of North 
erica and of the American Roent- 
Ray Society met to formulate a 
1 whereby technicians with cer- 
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tain qualifications would be _per- 
mitted to register. The first certificate 
was issued in 1923 to Sister Mary 
Beatrice Merrigan, O.S.F. 

A well trained technologist must 
have sufficient preparation for the 
work to be accomplished. Elementary 
academic standing should be ade- 
quate to render possible without 
much difficulty further study of 
physics and chemistry. Anatomy is a 
subject in which the technologist 
must be well versed. Knowledge of 
these preparatory subjects is essen- 
tial for a complete grasp of more 
advanced technical topics. 

It is important that the student 
have a thorough knowledge of ana- 
tomical landmarks before attempts 
are made to take a roentgenogram. 
The knowledge of patient density is 
also significant. 

Another branch of the study con- 
sists in manipulation of X-ray tubes, 
films, processing agents, and such ac- 
cessory material as screens, timers, 
diaphragms, and cones. Last, but not 
least, is the technical knowledge of 
the four prime factors of exposure, 
kilovoltage, milliamperage, time, and 
distance. 


Survey of Schools Approved by 

the A.M.A. 

Basic to this study of the need for 
specialized teaching in the field was 
a survey conducted of schools in 
X-ray technology approved in 1946- 
47, and 1947-48. A questionnaire 
was sent to each radiologist or direc- 
tor of the approved schools. In the 
first group 32 schools were contacted. 
All but one answered the question- 
naire. The data appear in a tabulated 
form in the following tables. 

Tables 1 and 2 show the enumera- 
tion of states according to the alpha- 
bet. The approved schools of 1946 
47 are found in 19 states. Pennsyl- 
vania is in the lead with five. 


Michigan, Texas, and Wisconsin 
rank second with three in each. Min- 
nesota and Ohio have two. One of 
the thirty-two schools contacted did 
not report and consequently did not 


participate in the survey. 


TABLE 1 
Geographical Distribution of 
Schools Participating in the Survey, 
1946—1947 

Fre 

State quency 
Arizona .......... , l 
California l 
Colorado l 
Illinois l 
Indiana l 
Iowa 
Louisiana .... 
Michigan 
Minnesota 
Missouri .. 
Nebraska . 
New York ... 
North Carolina . 
North Dakota 


1 


Wisconsin 


31 

Table 2, showing the geographical 
distribution of approved schools in 
1947-48, finds them extending to 
24 states. The state of Illinois has 
five, the largest number. Missouri 
ranks second with four, and Pennsy]- 
vania is next with three. One of the 
37 schools did not respond with a 
report to the questionnaire 


TABLE 2 


Geographical Distribution of 
Schools Participating in the Survey, 
1947—1948 

Fy 
State UeNC) 
Arkansas 
California 
Colorado 
Georgia 
Illinois 





Fre- 
quency 
2 
ote ed ierras trad tec oe aueite 
Kentucky 
Maryland 
Massachusetts 
Michigan 
Mississippi 
Missouri 


Pennsylvania 
South Dakota 


Vermont 
Virginia 

West Virginia 
Wisconsin 


1 
1 
1 
1 
1 
1 
4 
1 
2 
1 
2 
3 
1 
l 
1 
1 
1 
1 


36 

In the first group the highest fre- 
quency of courses taught is 18 or 58 
per cent. Thirteen schools or 42 per 
cent specify no set curriculum. 

In the second group the highest 
number of schools following some 
specific form of curriculum is 28 or 
78 per cent. Five schools follow no 
set curriculum. Two have no students 
and one school is discontinued for 
the present. 


TABLE 3 


Frequency Distribution of Courses 
Offered in Approved Schools of 
Radiologic Technology 





Frequency 
Name 
of Course 


1946-47 1947-48 


Processing ....| 18 or 58% | 28 or 78% 
Chemistry of 
processing .. 
X-ray physics. | 
X-ray equip- 


18 or 58 
16 or 52 


| 15 or 48 
| 14 0r 45 26 or 72 
Standard pro- 
cedures .... 
Special pro- 
cedures .... 
Therapy 
Operating room 
technique 
Anatomy 
Physiology | 15 or 48 
Administration | 11 or 36 
Records 14 or 45 
History of 
X-ray 
X-ray tech- 
nique 
Terminology .. 
Advanced 
physics 
Pathology .... | 


180r58 | 28or78 


| 15 or4l 
18 or 50 


13 or 42 
| Qor 29 


8 or 26 
17 or 55 


| llor3l 
26 or 72 
21 or 58 
| 13 or 36 
18 or 50 
5 or 16 8 or 22 
| 17 or 47 
4or 11 


| 13 or 42 
5 or 16 


3or 8 
lor 3 


lor 3 
lor 3 
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Frequency 
Name 


of Saree 1946-47 | 1947-48 


Clinical 
photography 
Electro- 
cardiography | 
Film critique . 
Physio-therapy | 
Journal club .. 
No standard 
curriculum 


3 or 


3 or 
1 or 
1 or 
lor 


13 or 42% 5 or 14% 





Varied data have been collected 
from the first group of schools. Eight 
give written examinations which are 
quarterly or monthly. Five give 
weekly examinations. Eight schools 
keep a daily record of their students’ 
work. Many other schools may follow 
some record but have not stated this 
in the questionnaire. Only three spe- 
cified that provision is made for vaca- 
tions, which vary from 14 to 18 days; 
this latter information was not spe- 
cifically requested. 


TABLE 4 
Miscellaneous Information 


Data 1946-47 1947-48 
Written Ex- 
aminations 
monthly or 
quarterly 
Weekly Ex- 
aminations 
Oral Quizzes 
School 
Records . 
Applications 
Personality 
Records . 
Cumulative 
Health 
Records . | 
Daily 
Record 
Experience | 
Medical 
Records . | 
Vacation 
Period .. 3 8 
| from 14 from 14 
| tol8days| to 30days 
Brochures | 
or Form 
Letters .. | 6 
Transcripts | 7 | 9 





In the second group of approved 
schools, there are twice as many giv- 
ing monthly tests. The daily record 
experience has been increased by 
three. The same number, five, keep 
personality records of their students. 


Six issue form letters or brochures, 
and nine require transcripts. Those 
specifying vacation periods are in- 
creased to nine, the time varying 
from 14 to 30 days. 


General Information Gleaned 

From Brochures and Reports 

From reports of various schools it 
was learned that the duration of 
training varies in different schools 
according to the following: a one- 
year course, a two-year course, an 
eighteen-month course, and a four- 
year course leading to a degree of 
Bachelor of Science. Most of the 
schools require a prerequisite of a 
high school education; some insist on 
a one-year, others, a two-year college 
course, while others give the prefer 
ence to registered nurses. 

The ages at which the applicants 
are received vary from 18 to 35 
Many require a personal interview 
before admitting the applicant. A 
definite curriculum plan is followed 
by many schools while a number do 
not follow any set curriculum. These 
schools use the so-called apprentice- 
ship method. 

The use of record forms should be 
encouraged in many schools, because 
from the material available at the 
present time adequate records evi- 
dently are not kept. The keeping of 
records of actual experience will help 
insure the obtaining of adequate 
practical experience, and such addi- 
tions to the present form of teaching 
are to be encouraged. 


A Plan for Teaching 

Radiologic Technology 

The following teaching methods, 
all of them accepted in education 
generally, are valuable in teaching 
radiologic technology. 

1. The lecture method, an indirect 
teaching method used commonly i 
colleges and training schools. 

2. The demonstration metho 
which enables the student to train t! 
powers of observation, an essenti:! 
quality for a good technologist. Con 
bined with lectures and practice, it 
most useful, saving much time 
science laboratories, as it avoids du 
lication of apparatus. 

3. The conference method, whi 
may have a dual aspect, inasmuch ; 
it can benefit both the individual a! 
the group. 

4. The laboratory method. 

5. The audio-visual method, tv 
examples of which are lantern slid: 
and the motion picture. The latter 
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now being used in Canada by the 
Department of Veteran Affairs, as 
evidenced by a recent film, “The 
Radiography of the Lumbar Spine.” 

6. Field trips to broaden students’ 
ints of view. 

7. Library work and reports, stim- 
ating students to keep abreast of 
-urrent literature in the field. 

An effort has been made to adapt 
ccepted methods of teaching to 
curses specific to X-ray technique. 

rese are listed in Table 5 and will 
sot be discussed at length in this lim- 
ited presentation; however, in every 

hool there must be a definite pro- 
ram of study to be pursued. The 
program must be planned for the stu- 
dent with a view to enriching his 
education to meet the situations of 
life harmoniously and to make good 
adjustments. 

A test should be given to determine 
the mastery of the necessary princi- 
ples. The progress of the student may 
also be determined by this means. 
The following few questions might 
constitute a test in anatomy, and 
serve aS an example for other sub- 
jects. 

1. Define anatomy. 

2. Classify the bones. 

3. Name four bones of the skull. 

4. Locate the occipital bone. 

5. Choose the correct word by 
underlining it: The foramen magnum 
is found in the (1) heart, (2) arm, 
(3) occipital bone, (4) coccyx. 

6. The skull contains (1) 18, (2) 
14, (3) 22, (4) 12, (5) 8 bones. 

Underline correct number. 


TABLE 5 


Suggested Methods Applicable 
to Specific Courses 
Subject Matter Appropriate 
Methods 

Lecture — Visual 
Aids 

Laboratory 
Demonstration 

Paper — pencil 
tests 

Lecture — 
Conference 

Paper — pencil 
tests 

Demonstration 
and return 
demonstration 


1. Anatomy — 
Physiology 


Radiologic 
Physics 


Roentgenogra- 
phic and 
Fluoroscopic 
Technique 
Processing 
Technique & 
Photographic 
Principles ap- 
lied in 
Roentgenology 


Demonstration 
and return 
demonstration 

Lecture 
Visual aids 

Paper — pencil 
tests 
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Appropriate 
Methods 
Demonstration 
and drill 
Practical tests 
Lecture and Field 
Trips 
Inventory of sup- 
plies 
Where kept and 
how 
Lecture and 
Conference 
Demonstration — 
Observation 
Clinical Practice 


Subject Matter 


5. Records 


. Care of equip- 
ment and sup- 
plies 


. Professional 
Ethics 

8. Technical 
Problems of 
Radiation 
Therapy 

. Nursing Pro- 
cedures 

. Supervision 
and Purchas- 
ing of Equip- 
ment and sup- 
plies 


Demonstration — 
Lecture 

Conference — 
Field Trips 

Information File 

Cost of materials 

(Place of Pur- 
chase ) 


Summary 

A number of methods that may be 
used in teaching radiologic technol- 
ogy have been mentioned, but no 
thought is entertained as to the elim- 
ination of any method not discussed 
here. Others may be found valuable 
and should be utilized. The plan used 
one year with a group of students 
may not be suitable the following 
year, or it may be necessary to make 
certain changes or modify the tech- 
nique of presentation employed. 





Blue Cross Payments Increase 

A total of $132,162,960 was paid 
to hospitals by Blue Cross Plans for 
the care of their members during 
the first six months of 1948, an in- 
crease of $33,652,590 over pay- 
ments for members’ care during the 
same period last year, the Blue 
Cross Commission of the American 
Hospital Association announced at 
the annual conference of Blue Cross 
Plans held Oct. 25-28 at French 
Lick, Ind. 

Reporting on the financial experi- 
ence of 89 Blue Cross Plans in the 
United States and Canada for 
which it acts as co-ordinating 
agency, the Commission indicated 
that total income for all Plans in 
the six-month period ending June 
30, 1948, was $150,877,895, and 
that 87.60 per cent of that amount 
went to hospitals for services ren- 
dered to Blue Cross patients. Com- 
bined operating expenses for all 
Plans during the first six months 
of the year were 10.08 per cent of 
income. 





Whatever the method adopted it 
should provide satisfactory learning 
facilities and effective and skillful 
training in the duties that are re- 
quired and are the every day routine 
work of every technician. 

The need for specialists in the field 
of radiologic technology brings to a 
focusing point the special training 
and experience that should be 
afforded students in order to. qualify 
for this work. Registration requisites 
have become more stringent, but edu- 
cation is still far from being stand- 
ardized. 

Valuable information was gathered 
from a survey of approved schools 
for X-ray technicians. This informa- 
tion was obtained from a one page 
questionnaire which was sent to direc- 
tors of approved schools. Other data 
concerning tests, examinations, and 
experience records are also submitted 
This survey has given a good over- 
all picture of the work being done, 
or in some instances not being done, 
at the present time. 

Of the 67 schools surveyed 18 do 
not follow any standard curriculum. 
The majority of schools offer one year 
the minimum re- 


of training; also 


quirements for entrance are a high 


school education or its equivalent 

Many schools do not keep records 
of the students’ experience. Some give 
tests about four times a vear or at 
the completion of the subject. Others 
give weekly oral quizzes. 


Recommendations 

1. That a set curriculum of minimum 
requirements be followed by every 
approved school. 

That experience records and re- 

sults of tests be kept on file for 

future reference. 

3. That methods be used which will 
give the student a thorough gen- 
eralization of the courses taught. 

. That adequate practice be given 
the student in clinical experience 
That not than a two-year 
course be adopted. This provides 
the student with sufficient experi- 
ence and supervision to become 
qualified as a registered X-ray 
technician. 

This study is not the end of the 
work, but merely the beginning. It 
should be regarded as a tentative 
guide to instructors in radiologic tech- 
nology. It is also a suggestion for 
other studies in the same _ vein. 
Further research will be a valuable 
contribution to the educational 
aspects of radiologic technology. 


less 
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The part played by St. Mary’s 
Infirmary, Galveston, Texas, in 
the Texas City explosion — as 
told by the Sisters to 


‘Teugy We Leod 


SHORTAGE of hospital space and 
nursing service is nationwide, and St. 
Mary’s Infirmary in Galveston has 
been no exception, nor was it on the 
morning of April 16, 1947, when 
within a short space of time, patients 
were brought in great numbers re- 
quiring immediate hospitalization and 
care. 

On that Wednesday morning, a 
checkup revealed that there were two 
empty beds in the hospital and that 
about four patients would be dis- 
charged on that day. Suddenly the 
routine duties were disrupted by a 
terrific explosion that sent up a mush- 
room cloud of smoke into the sky, 
and the concussion blasted windows 
and even walls in the city. Texas 
City, an industrial center fifteen miles 
away, had been partially demolished 
by the blowing up of the French 
ship, Grand Camp, which was being 
loaded with ammonium nitrate, and 
within fifteen minutes a second ex- 
plosion sounded, signalling the blow- 
ing up of the Monsanto chemical 
plant which employed a large number 
of personnel. 

Phones began to ring crazily and 
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the wailing of sirens, as ambulances 
left Galveston to give aid to the 
stricken city, quickly changed the 
tempo of the day. A frantic call came 
into the Infirmary asking for nurses. 
Hardly had a corps of nurses been 
readied for the journey, when trucks, 
automobiles, and ambulances began 
to bring their cargo into the Infir- 
mary, 30 patients in the first load. 
The injured were placed wherever 
possible, in offices, reception rooms, 
and even stretched out in the halls 
awaiting medical attention. 


Quick Action Helps Injured 

The members of the visiting doc- 
tors staff remained at the hospital, 
and immediately the tremendous task 
of giving aid was begun. Doctors went 
about the patients, administering 
plasma for shock, and as each patient 
was examined he was labeled for 
surgery, X-ray, or whatever type of 
treatment was to be administered 
and what had been given. Routine 
tetanus antitoxin and gas gangrene 
serum were given where necessary 
and those painfully injured were 
given large doses of morphine. Rt. 


— Galveston News-Tribune Photos 


Rev. M. S. Chataignon and Rt. Rev 
D. P. O'Connell headed a corps oi 
priests who were on hand to give 
absolution and Extreme Unction to 
patients as they were brought into 
the hospital. Two of the patients who 
died were baptized and two returned 
to the Church. 

The three operating rooms and the 
delivery room were quickly filled as 
well as the emergency room, where 
surgery was immediately started. 

All patients in the hospital who 
were able to be moved were sen! 
home to make room for the injure 

Work was partially completed on 
the east wing of the hospital, but 
was still in the brick and morta: 
stage. Quickly the construction m«¢ 
set to work, cleaning the floors, s¢ 
ting up electric lights, running wat: 
and emergency plumbing. All t 
window panes were not in, and t 
windows not completed were board 
up. Then came a saving call fr 
the National Hotel Company, off 
ing whatever assistance was need 
Within a short space of time, mai 
cots, linens, and covers were sent 

(Concluded on page 411) 
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THE HOSPITAL 
AND THE RED CROSS 
COOPERATE 


The role of health and emergency 


when a calamity occurs is explained 


by 


Francis Tt. Hawk 


ALMOST 18 months to the day on 
October 18, 1948, the lightning of dis- 
aster struck “twice in the same 
place,’ when the people of Texas 
City, Texas were stunned by a sec- 
ond explosion. The first time the 
lightning struck was at 9:12 a.m. on 
April 16, 1947, when two cargo ships 
exploded in Texas City harbor, rain- 
ing death and destruction upon the 
18,000 persons of that thriving Gulf 
Coast community, and shocking the 
nation with a death toll of 513 and 
casualty list of 1204. The heroic work 
of the doctors, nuns and nurses of the 
St. Mary Infirmary at Galveston in 
ministering to the needs of the ex- 
plosion victims is described in a com- 
panion article; it was a work that 
stands in tribute to those who served 
capably and well under trying con- 
ditions. 


It Can Happen and Does 
The explosion of October 18 was 
not a catastrophe of major propor- 
tions like its predecessor, but it fol- 
lowed the familiar pattern of strik- 
ing without warning, taking human 
lite, injuring those in its path and 
‘ausing property damage. 
There is not only a first time 
a second or third for disaster 
strike with death-dealing, body- 
aking torment. Nothing can be 
1e in advance to halt the inexora- 
forces of nature and little to an- 
pate the occurrence of industrial 
fire and explosion, but wise steps in 
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Nurses arriving at Galveston, Texas, are being registered by 
Irene Thompson, assistant nursing director from the Midwestern 


Area of the Red Cross at St. Louis. Some of these nurses went 
to work at St. Mary’s Infirmary 


preparation for the inevitable after- 
math may be taken to provide for 
the proper care of the injured and 
maimed. 

According to its Congressional 
Charter of 1905, the American Na- 
tional Red Cross has the following 
basic obligation to discharge: 

“... to continue and carry on a 
system of national and interna- 
tional relief in time of peace and 
to apply the same in mitigating 
the sufferings caused by pestilence, 
fire, floods and other great national 
calamities and to devise and carry 
on measures for preventing the 
same.” 

To meet the responsibility of this 
obligation it is mandatory for each of 
the 3,754 American Red Cross Chap- 
ters to provide a plan of disaster pre- 
paredness and relief. To develop and 
implement its plan each Chapter rec- 
ognizes the following definition of a 
disaster, quoted from the American 
Red Cross publication When Dis- 
aster Strikes: 

“. . . A disaster is a situation, 

usually catastrophic in nature, in 

which numbers of persons are 
plunged into helplessness and suf- 
fering and, as a result, may be in 
need of food, clothing, shelter, 
medical care and other basic neces- 
sities of life.” 

Preparedness for disaster and relief 

when the death toll may run from a 

few to several hundred and the cas- 


Red Cross staff nurse gives kind attention 


to one of the explosion victims at 
St. Mary’s Infirmary 


Red Cross radio car helps maintain 


communications in isolated areas. 
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ualty toll in proportion requires care- 
ful thinking, wise planning, capable 
administration, and an alert respon- 
siveness to human need. 


Duties of the Local Chapter 

As in all Red Cross programs of 
service to the community, the operat- 
ing unit in time of disaster is the local 
chapter reinforced by the resources 
of supply and personnel of the area 
office in which it is located, and, if 
necessary, the expanded resources of 
other area offices and the National 
Headquarters at Washington, D. C. 

Local chapter provision for disaster 
preparedness and relief is organized 
and implemented by a chapter dis- 
aster plan which is written and sub- 
ject to approval by the National 
Headquarters. Responsible for the 
over-all operation of this plan is the 
chairman of the “Committee on Dis- 
aster Preparedness and Relief,” 
which, according to local need, may 
have the following sub-committees: 

Survey; Warning, Rescue and 

Evacuation; Medical and Nursing 

Aid; Shelter; Food; Clothing; 

Transportation and Communica- 

tion; Registration and Informa- 

tion; Public Information; Central 

Purchase and Supply. 

As soon as needed after the emer- 
gency period the chapter appoints an 
“Advisory Committee” of represent- 
ative local citizens to consider re- 
habilitation of families affected by 
the disaster. 

Important as the role of Red Cross 
in time of disaster, it does not pre- 
sume to usurp the duties, powers, or 
responsibilities of others such as doc- 
tors, nurses, local health officials, and 
government agencies. As the official 
disaster relief organization it main- 
tains within itself resources for the 
speedy, efficient mobilization of 
trained personnel and supplies when 
and where needed. Red Cross help 
supplements the aid given by other 
agencies. 


The Hospital and Red Cross 
The disaster relief resources of a 
Red Cross Chapter can be best util- 
ized by a hospital in three regards: 


(1) its personnel (2) its existing 
physical facilities, and, (3) its ability 
to expand its resources in the pro- 
curement of personnel and supplies 
beyond local limits. This is best il- 
lustrated in the emergency recruit- 
ment of nurses. All Red Cross chap- 
ters are expected to maintain a 
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disaster preparedness organization 
which includes a sub-committee on 
“Medical and Nursing Aid” whose 
chairman is usually a physician with 
a professional nurse as vice-chairman. 
This sub-committee is responsible for 
mobilizing, organizing and directing 
Red Cross medical, dental, nursing 
and hospital relief to supplement the 
work of public and private health 
agencies, physicians and hospitals. 

When a community is struck by 
major disaster or experiences an 
epidemic that requires nursing per- 
sonnel beyond local resources, health 
officials may call upon the local Red 
Cross Chapter to recruit nurses to 
supplement the staffs of local hospi- 
tals and health departments. The local 
chapter first draws upon its own 
roster of nurses within the chapter 
jurisdiction who have previously indi- 
cated their availability for emergency 
nursing service. If the local chapter 
exhausts its roster and the emergency 
need continues, it may call the Nurs- 
ing Service department of the Na- 
tional Red Cross Area Office in which 
the chapter is located. 

At this higher level the Area Nurs- 
ing Service can contact other Red 
Cross chapters to recruit nursing per- 
sonnel. The appeal from the Area 
level may be directed to the nursing 
resources of as many as 16 states and 
over 1500 chapters. If the Area Office 
Nursing Service exhausts the supply 
of available nurses within its area it 
can notify the American Red Cross 
national headquarters Nursing Serv- 
ice which calls upon the Nursing 
Service of three other area offices for 
the recruitment of nurses to serve in 
the afflicted area. 

From this it can be seen that a 
local Red Cross chapter, however 
small, can set into motion machinery 
which will expand nurse recruiting re- 
sources on a nation-wide scale, ex- 
tending to a potential of 3,754 chap- 
ters. Rapid communication facilities, 
mutual understanding for the pooling 
of resources, and dedication to the 
ideal of serving others in time of 
need make possible this widening 
circle of Red Cross resources. 


Services Red Cross Can Render 
to Hospitals 

Hospitals may avail themselves not 
only of expanded Red Cross resources 
of trained personnel in time of dis- 
aster but may draw upon relief sup- 
plies to supplement those of local 
public and private agencies if their 


reserves are exhausted. Red Cross 
chapters develop their programs of 
service in accordance with the size, 
nature and local needs of the com- 
munity they serve. Large metropoli- 
tan chapters have well staffed and 
equally well equipped disaster relief 
facilities which are organized and de- 
veloped in proportion to the antici- 
pated disaster needs of their urban 
areas. 

In time of disaster it is possible 
for a hospital to utilize the following 
trained personnel of a large metro- 
politan chapter: 

physicans, nurses, Nurses’ Aides, 

First Aid workers, social case 

workers, registration clerks, Die- 

titians’ Aides, and Staff Assistants 

(clerks, stenographers, typists, 

etc.) 

A small rural chapter does not 
have personnel resources to this ex- 
tent but as one of the family of Red 
Cross chapters it will know where 
trained disaster personnel can be se- 
cured if the local emergency need is 
great enough. Furthermore, there is 
in every Red Cross chapter, large or 
small, an army of volunteers who 
can be activated for emergency duty) 
if needed, and their splendid service 
has been demonstrated throughout 
the years when the call came for ad- 
ditional man-power to meet an emer- 
gency situation. 

Large metropolitan Red Cross 
chapters maintain stock-piles of sup- 
plies and well developed physical 
facilities which may be utilized b) 
hospitals if and when needed. Among 
these are Motor Service transporta- 
tion for patients, relatives and hospi 
tal personnel; cots or beds for th 
expansion of normal bed facilities 
after hospitals have exhausted thei! 
reserves; blankets and bed linen t 
supplement hospital resources, and 
net work of nation-wide communica 
tion facilities to provide health an 
welfare reports of _hospitalize: 
victims. 

How St. Louis Chapter Functions 

Some large city chapters have ve! 
comprehensive disaster preparedne 
and relief plans fully staffed wit 
both paid and volunteer personn 
and implemented by special equij 
ment. For example, the St. Lou 
Chapter maintains a battery of s 
telephones in direct communicatio 
with the admitting offices of six ho 
pitals in the metropolitan area. E> 


(Concluded on page 416) 
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St. Mary’s Infirmary South Wing, which was blessed by The Most Rev. C. E. Byrne, D.D., 
Bishop of Galveston, February 22, 1948. 


DISASTER 


(Concluded from page 408) 


the hospital, and some semblance 
of a hospital was set up in the half 
constructed building where 96 pa- 
tients were admitted to the second 
floor that was designed for a 28 bed 
floor. 
Help From Elsewhere 
Help came from everywhere. The 
Sisters of Charity from St. Joseph’s 
in Houston, Schumpert Sanitarium in 
Shreveport, La., Hotel Dieu in Beau- 
mont, and St. Mary’s in Port Arthur, 
sent whatever was available and 
needed by the Galveston nuns for 
the emergency. Surgical dressings and 
plasma were given by the Galveston 
chapter American Red Cross and vol- 
unteer workers rallied to the aid. 
As the patients were brought in, 
it was hard to identify whether they 
were white or colored —they were 
covered with oil — and they were car- 
ried in on planks, old doors, anything 
hat would serve as a stretcher. 
Emergency operating rooms were 
et up in various offices making a 
ital of 16 operating rooms with three 
} four patients in each room at one 
me. 
Fourth Army Headquarters at Fort 
~am Houston sent a corps of medical 
en and supplies to help, and they 
ened Fort Crockett which had been 
activated by the War Department 
that time, taking what patients 
ey could — those who needed only 
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Gleaming second-floor hall of the new 
addition as it looks today. 


hospitalization. Nurses and nurse an- 
esthetists and gas gangrene serum 
were welcomed by the Sisters when 
they were flown from San Antonio to 
help in the emergency. 

Jefferson Davis hospital of Houston 
sent a portable therapy machine and 
technicians to assist radiologists in 
the treatment of infected wounds 

A canteen was set up by the Ameri- 
can Red Cross, and the Lady Board 
of Managers of the Galveston Or- 
phans Home, who had planned for 
the annual benefit dance that night, 
brought the refreshments to the hos- 
pital to be distributed among the 
patients, nurses and doctors 


No Time for Charts 

As the patients were placed in 
beds, sheets of paper giving injury, 
treatment, and further medication 
were placed above their beds. There 
was no time for routine charts then 

Two complete operating room set- 
ups were sent by the Houston Naval 
Hospital with two boys to assist in 
setting them up. 

During this emergency eight pa- 
tients died and 186 were detained in 
the hospital. 

During a time when nerves, energy, 
and endurance were put to severe 
test, much credit goes to St. Mary's 
Infirmary, the Sisters, nurses, and 
doctors who were called to meet so 
great an emergency and responded 
so nobly to the call of duty 

Within 24 hours after the first ex- 
plosion, a list of the injured hos- 
pitalized at St. Mary’s was available, 
and all patients were as comfortable 
as possible, saving prayers of thanks- 
giving for being alive and awaiting 
recovery. 


Survivor of the French ship “Grand Camp,” who was hospitalized in the “South 
Wing.” Note unfinished walls, charts attached to bed with adhesive tape 





7 Primary Urge 


Our Employees Deserve 
Security 


GOD has provided for us religious 
a security which not only covers every 
phase of our lives, but also includes, 
if we are faithful to our calling, our 
eternity. The danger in our receiving 
these benefits is that we are so well 
taken care of that we might fail to 
do our best to see that our employees 
enjoy every security it is possible for 
us to provide for them. Failure in 
our duty in this regard would be 
more a sin of omission than of 
commission, or if not a sin, at least 
a failure in practicing the charity of 
Christ Who was always solicitous for 
the bodily welfare of His followers. 

Whereas, to exercise charity and 
justice we not only maintain working 
conditions that fulfill the obligations 
to which our Catholic principles bind 
us, but at the same time decrease 
our employee turnover by removing 
some of the dissatisfactions and un- 
rest caused by insecurity. It would 
be a means of bringing about a feel- 
ing of goodwill and co-operation with- 
out which an institution cannot oper- 
ate efficiently. 


The Dignity of the Employee 

One of the ways by which we can 
bring about a sense of well-being in 
our institutions is to make the em- 
ployee feel that his work is important 
and that he is a respected and a 
responsible person. This dignity and 
satisfaction is more important to him 
than his pay, although we must be 
sure that we are doing our part in 
paying a living wage. A feeling of 
belonging to the institution will grow 
if we listen to the employees’ ideas 
concerning the working out of a par- 
ticular job and when possible put his 
ideas into practice. 

It is important that personnel, be 
they professional or non-professional, 
have the conviction that they are 
working with, rather than under, the 
administrator. Probably the comment 
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Sister St. Uherese. CS.9 


I appreciated most during the past 
year was to have my lay laundry boss 
say: “I take just as much pride in 
this laundry as I do in my own 
home.” An employee of this type 
helps greatly to lighten the load of 
responsibility the administrator car- 
ries. It would seem that workers do 
not look for compliments as much 
as the recognition given by a friendly 
greeting or smile. We have to try to 
keep in mind that our employees are 
human and that they have individu- 
ality. 

Then there is the question of sick- 
ness, so let us examine our possibili- 
ties in this regard. Adequate medical 
care should be made available to 
everyone, but in such a way that 
self-respect, self-reliance, and inde- 
pendence will not be sacrificed. The 
condition under which medical care 
is available must not create too 
great a financial hardship. In order to 
take care of hospitalization, it is 
beginning to be a policy of the hos- 
pital to have all employees covered 
by Blue Cross. Since the physician 
is not included it is doubtful whether 
this type of insurance can be made 
attractive to all wage earners. 

To take care of the physician’s 
charge the Blue Shield has come into 
existence and is growing rapidly. At 
the Blue Cross Conference in Chicago 
the question of joining the Blue Cross 
and the Blue Shield was brought up, 
but the support given was far from 
unanimous. Again in Los Angeles at 
the Semi-Annual Conference the pro- 
posal was approved but it will have 
to be sanctioned by individual plans 
before being put into operation. Right 
now in North Dakota, the office of 
the Blue Cross carries on the business 
of the Blue Shield, even though there 
is no connection between them. The 
union of the two groups will cer- 
tainly make for economy of operation. 

It is considered doubtful if the 


people in the rural areas or the or 
dinary wage earner will be able to pay 
for this combined insurance, unles 
the physicians agree to take care o 
the low-wage earners at a lower rat: 
In this way the employee would sti! 
consider the benefits coming to hin 
as a right because he would be con 
tributing by monthly payments; an 
a charitable dispensation of medical 
care would be avoided, which evi- 
dence shows the people in general 
do not want. 


Social Security 

for Hospital Employees 

It is only natural that faithful em- 
ployees who have spent a consider- 
able part of their lives in our institu- 
tions look to us to establish a plan 
by which they will be taken care of 
at retirement age. Congress is now 
being petitioned to expand social 
security to cover our hospital em- 
ployees. Unless benefits will be in- 
creased however, not even the mini- 
mum needs of the individual or his 
family will be provided for. The 
average benefit received by a retired 
male worker in 1943 was twenty-five 
dollars a month and that received 
by the average worker and his wile 
was thirty-nine dollars. This is a good 
return for the small amount paid in, 
which is one per cent of the worker's 
salary paid by himself and one per 
cent by the employer. At the same 
time, we have the situation of people 
who have contributed their earnin- 
to prepare for security in later liie 
have never looked to the governme 
for support, receiving smaller benet'' 
than those who qualify for Old Ae 
Assistance. 

If Social Security does beco: 
available to our hospitals, The \ :- 
tional Catholic Welfare Confere: 
states the conditions of our acce; |- 
ance: that entrance into the plan 
optional; that there be full contril 
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tion to the trust fund by the employer 
nd the employee; that our tradi- 
ional tax-exempt status be ade- 
quately safeguarded; that the lay 
«employees only become members and 
that the clergy and members of re- 
gious orders be excluded; and that 
»rovision be made for withdrawal 
under definite conditions by any non- 
ofit organization. 
It is hoped that social security will 
ipcreased to cover the basic needs 
the members and that the cost of 
vering it will be largely borne by 
e employer and the employee. A 
stem of this kind will be more in 
‘ceping with the way of life of Ameri- 
n people, who much prefer to do 
hings for themselves rather than 
have the Government take care of 
them. Since we cannot solve our prob- 
len with Social Security, we must 
look further. Undoubtedly, we have 
lost good employees by not having 
Social Security, but it is equally true, 
that many would hesitate to enter 
an organization that does not offer 
more than Social Security benefits. 
This brings us to what many com- 
panies in industry are doing, supple- 
menting with private pension plans. 


Preparing for a Pension Plan 

The Catholic Hospital Association 
recommends that we do not even con- 
sider a pension plan without first 
engaging a qualified consultant, who 
is not an agent of an insurance com- 
pany. An essential in choosing a plan 
is the ability of the employer to afford 
the plan and also to make sure the 
financing of it can be carried on over 
a period of years. The Association 
also suggests that a plan be developed 
that will meet the needs of the in- 
stitution, and only then should we 
decide how it is to be administered. 
The first step to be taken is to con- 
sider the pertinent facts and circum- 
stances, viz., the full character of the 
hospital; the stability of income; the 
manner in which employees are paid; 
the general level of the employees’ 
earnings; and the desires of the em- 
ployer. It is only by keeping all these 
facts in mind that the consultant can 
fin’ the best plan and also establish 
the proper funding of that plan. 

(here are three types of pension 
plans that are being used today. The 
firs: type to be considered is that 
of a self-administered fund toward 
which the hospital decides to set 
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aside a certain amount of money each 
year to meet the future pension obli- 
gations. In operating this type of 
plan, it is necessary to make use of 
a trust company. Another plan in 
use is one in which all the employees 
are handled as a group with one 
Master Insurance Policy; the hos- 
pital and the employees receive cer- 
tificates of membership but not actual 
policies. This plan provides splendid 
benefits for younger employees where 
they have a long time to accumulate 
sufficient funds. With the older em- 
ployees the retirement benefits would 
not be adequate unless additional 
funds for past services are added by 
the Hospital. 

The third plan provides individual 
insurance policies in which a certain 
percentage of the employee’s wages 
is decided on as his income at re- 
tirement age. The hospital may pay 
for the whole plan or it may be 
shared by the individual employee. 
This type of plan may be made to 
fit each institution better but it is 
more costly. Saint Louis University 
has a combined annuity and group 
insurance plan. 


Present Status of 

Plans in Hospitals 

The American Hospital Association 
Pension Committee made a survey 
in 1945 and found that only twenty- 
six hospitals had pension plans, 
some of which were well established 
while others were poorly organized. 
Eighteen months later John Hayes, 
Chairman of the Committee, reports 
that one hundred hospitals had joined 
the American Hospital Association 
plan and twenty-five had adopted 
local plans. The latest survey shows 





Violence at Hospital Strike 

Picketing by striking service em- 
ployees of Harper Hospital, Detroit, 
recently, resulted in several out- 
breaks of violence and at least four 
arrests. The first instance occurred 
when a nurse was reportedly struck 
down while boarding a bus. Police 
broke up the crowd which collected 
when an intern came to the aid of 
the nurse and escorted the intern 
to a dormitory building. 

In the second instance of vio- 
lence, a non-striking woman em- 
ployee of the laundry pulled a 
knife when pickets attempted to 
prevent her entering the hospital. 





that only 60 per cent of the employees 
in the hospital are eligible, while the 
other 40 per cent are ineligible be- 
cause of the one-year waiting rule. 

Enrollment covers only 50—55 per 
cent of the employees, although where 
the plan is offered 85-100 per cent 
wish to enroll. The payments of 
claims by the hospitals vary. Sixty- 
five of these hospitals provide a mini- 
mum death benefit of ten months’ 
salary, while approximately thirty- 
five offered no death benefit other 
than the return of the employee's 
contributions plus the interest. The 
costs to the hospital have been aver- 
aging eleven dollars per month for 
each covered employee: this includes 
past services as well as future bene- 
fits. The employee contributes about 
eight and one-half dollars monthly. 
The amount of the contributions sent 
into the Association totaled more than 
one million dollars a year. The Na- 
tional Health and Welfare Retirement 
Association, which is a non-profit 
corporation, handles the details of the 
program. 

Regardless of the type of security 
provided the plan should be built on 
payments made by or in behalf of 
the worker. In keeping with our 
American way of living the worker 
should have a part in building up 
benefits to provide for the future 
needs of himself and his family. 

If we as administrators of Catholic 
hospitals do not provide for this 
security in an adequate manner, we 
will not only have grave administra- 
tive problems, but we will also be 
accused of not practicing that justice 
of which our institutions should be 
a symbol. Next to our patients our 
employees’ welfare should be our 
greatest concern. 

For one who likes people one of 
the most interesting phases of admin- 
istrative work is the varied personal- 
ities with which we must cope in the 
hospital field. Our contacts include 
the wide range from those who are 
highly professional down to the en- 
tirely unskilled worker. To make our 
contacts effective it is necessary to 
know our employees, to understand 
and enjoy them. There are many of 
us who have experienced the truth of 
Andrew Carnegie’s remark in which 
he attributed his success to the choice 
and adeptness of the people he 
gathered to work around him rather 
than to any personal brilliance. 





Those Pollsters Aegan! 


When Is Opinion “Sampling” Biased? 


WE can hardly open a newspaper 
or magazine — or could until recently 
— without finding the results of some 
public opinion poll stating the at- 
titude of the population toward cer- 
tain controversial internal or foreign 
policies, the variance of behavior un- 
der certain circumstances, or the 
preference for a presidential candi- 
date during election campaigns. ‘Only 
occasionally we are able to check the 
accuracy of such statistical “facts” 
and find them either coinciding with 
or more or less deviating from later 
experience. The failure of the famous 
pre-election poll of 1936, undertaken 
by the Literary Digest, which pre- 
dicted popular votes for the two main 
presidential candidates almost in re- 
verse ratio from the final election 
returns caused a controversy concern- 
ing the validity of public opinion 
polls generally. 

Since then, the methods and tech- 
niques of such polls have been im- 
proved considerably; yet we still are 
far away from a fool-proof opinion 
poll. At present, the pollsters are thor- 
oughly discredited as a result of their 
gross miscalculation of the 1948 elec- 
tion results. Yet, a public opinion poll 
can err, even to a large degree, with- 
out these surveys losing their merits. 
Unfortunately, opinion pollers often 
show an attitude of infallibility which 
is not at all warranted. 


What Makes Polls Reliable? 

The deciding factors of the general 
reliability of opinion polls are the 
non-existence of personal interest in 
the outcome of the poll, and the 
professional skill of those conducting 
a poll. 

We are, at the present, confronted 
with the statement that more than 
96 per cent of all physicians in the 
United States are in favor of birth 
control and are told that this per- 
centage was compiled from the data 
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of an unbiased and testproof opinion 
poll among physicians. In practical 
terms, this means that among the 
medical staff of a small hospital of 
e.g. 50 members, we might find three 
who are against birth control and 47 
who prescribe it in their private prac- 
tice or hospital clinic more or less 
frequently. This is a little hard to 
believe, but what can be done if 
statistical data are presented in an 
apparently scientific manner? We are 
driven to remember, under such cir- 
cumstances, the popular saying of the 
three different kinds of lies: (1) the 
common lie, (2) the barefaced lie 
and (3) the worst one, statistics. 

If an opinion poll would have re- 
vealed for instance, that 60 or 65 per 
cent of the physicians declared them- 
selves in favor of birth control for 
the sake of child spacing, I would 
have been impressed by the large 
number and would, probably, have 
believed it. But a percentage of 90 
per cent for economic and social rea- 
sons alone proved just a little too big 
to be easily swallowed. 

The statistical study in question, 
was published in the journal Human 
Fertility, March, 1947, entitled: 
“Conception Control and the Medical 
Profession, the attitude of 3,381 phy- 
sicians toward contraception and the 
contraceptives they prescribe,” by Dr. 
Stan. F. Guttmacher, Associate Pro- 
fessor of Obstetrics at Johns Hopkins 
University. 


Technique and Results of 
Guttmacher Poll 

Dr. Guttmacher thought it impor- 
tant to obtain and study dispassion- 
ately the views of a wide cross-section 
of physicians toward conception con- 
trol. This is what he did, what he got, 
and what he concluded from his sur- 
vey. I quote largely verbatim from 
Dr. Guttmacher’s paper: 

“A carefully worded questionnaire 
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was mailed with an accompanying 
letter to 15,000 physicians in Octo- 
ber, 1944. The list was supplied by 
a professional mailing house. The list 
included all the obstetricians and 
gynecologists of this country, num- 
bering 5,906. The remainder were 
sent to general practitioners distrib- 
uted as follows: 37 per cent in the 
Northeast, 21 per cent in the South, 
30 per cent in the Central States, and 
12 per cent in the West. Fifty per 
cent were mailed to general practi- 
tioners residing in cities with a pop- 
ulation of over 50,000; 30 per cent to 
those in communities of 5,000 to 50.- 
000; and 20 per cent to rural districts 
with the largest town less than 5,000 
inhabitants. This distribution of areas 
and community size approximates the 
spread of physicians throughout the 
whole country. The number of com- 
pleted questionnaires upon which the 
study is based is 3,381. There were 
3,782 replies, but 401 were returned 
not filled out because of absence in 
the armed forces, not in practice, «e- 
ceased, etc. Any conclusion drawn 
from this study of 3,381 completed 
questionnaires is validated or inval- 
idated by whether the sample is selec- 
tive and therefore biased, or repre- 
sentative and therefore unbiased.” 
This is the 64-dollar questior 
which we also have to ask, beca 
with it stands and falls the entire 
value of the study as Dr. Guttmac 
himself pointed out. In statistics 
have two ways of collecting the 1 
essary data, (I) complete enum: 
tion which tries to get infor! 
tion from each individual concert 
examples of which are the census 
the compilation of vital statist 
(II) incomplete enumeration or s 
pling, which takes place when 
is impossible for administrative 
financial reasons to get informat 
from each individual concerned. |i 's 
impossible to ask every one of 11 
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almost one hundred million qualified 
voters in the United States in a pre- 
election inquiry about their preferred 
C indidate. 

The possibility of getting a com- 
plete enumeration is even smaller if 
te question is concerned with con- 
troversial attitudes and opinions. In 
sich instances we use the method of 

mpling and enumerate the opinion 

r characteristics) of a smaller part 

the total, but have to take care 

it sample is representative of the 
tal with regard to the distribution 
the sample among the total. An 

i) quiry concerning the attitude of the 

‘ited States population on the 

‘gro question would be invalid if 

would contain answers predomi- 
antly from the South or the North, 
nd an inquiry about the justifica- 
tion of farm subsidies would not give 
true results if we were to question 
mainly people living in either rural 
or urban districts. 


Analyzing the Results 
It is a general rule of sampling to 
divide the total population into a 
large number of groups (called strata, 
which are divisions according to 
geographic region, urban and rural 
location, sex, age, social and pro- 
fessional states), and then try 
to have the sample _ represented 
equally in each strata. Dr. Gutt- 
macher obviously tried to make his 
sample representative. He divided the 
15,000 physicians to whom he sent 
the questionnaire into nine groups 
(or strata), four of them according 
to the geographic region: Northeast, 
Central, South, West; three accord- 
ing to the size of the community: 
50,000 population and over, 5,000 to 
50,000 population, and less than 
5,000 population; and finally two ac- 
cording to professional specialization: 
obstetricians and gynecologists, and 
general practitioners. 
rhis is fair enough and would have 
given valid information if no other 
selection were involved. The percent- 
ages of mailed questionnaires and 
completed replies by geographic 
resions shows no essential differences 
be'ween the four groups as can 
resdily be seen from Table I: 
TABLE |. Percentual Distribution of 
Questi ires and Replies by 
Geographic Areas 
Original 
15,000 Completed 


Ge graphic Area Questionnaires Replies 
No th 37 41 
W 
So 





3,381 


12 13 
21 17 
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Central 3 29 
Total . 100 
There is, however, some selection 
evident in the second division of the 
sample, referring to the size of the 
community, and in this respect the 
opinion poll cannot be wholely repre- 
sentative, as seen in Table II. 
TABLE Il. Percentual Distribution of 
Questionnaires by Size of Community 
Original 3,381 
No. of Inhabitants 15,000 Com pleted 
inCommunity Questionnaires Re plies 
Less than 5,000 .... 20 12 
5,000 to 50,000 .... 30 19 
50,000 and over .... 50 
Unknown — 
Total 


Dr. Guttmacher explains that “the 
effect of this selection is to exag- 
gerate the percentage approval of 
conception control, since physicians 
in the larger cities are more affirma- 
tive in their attitude toward this 
question.” 

The difference between the attitude 
of physicians in rural and urban 
places would certainly be more pro- 
nounced if the group of communities 
with 50,000 and more inhabitants 
would have been subdivided into two 
groups: 50,000 to 500,000 and 500.- 
000 and more. Unfortunately, Dr. 
Guttmacher’s article does not indicate 
to which degree the physicians in 
rural areas were less in favor of birth 
control than their colleagues in 
metropolitan centers, and for that 
reason, a recalculation using the 


method of a standard population, in 
this that of all mailed 
tionnaires, is impossible. 


case ques- 


Professional Specialization Strata 

rhe third group of strata refers to 
the professional specialization. Of the 
5,906 obstetricians and gynecologists 
to whom questionnaires were sent, 
1,291 or 21.9 per cent replied, and of 
the 9,094 general practitioners, 2,032 
or 22.5 per cent answered. From these 
figures it is obvious that there was no 
selection in respect to the percentage 
of answers from general practitioners 
and specialists, although there is a 
strange lack of information about the 
difference in the attitude of these 
two branches of the medical profes- 
sion, which is a weak point in Dr 
Guttmacher’s paper. 

One serious selection has to be 
noted in this respect, and that is the 
factor that 100 per cent of all ob- 
stetricians and gynecologists and only 
about 10 per cent of the general 
practitioners were asked about their 
opinion. If theré is a marked differ- 
ence in the attitude toward birth con- 
trol between these two groups, this 
difference would be magnified almost 
tenfold if the total number of phy- 
sicians and surgeons were considered 

The third objection which we make 
pertains to the selection and bias of 
persons who answered the question- 
naire compared with the attitude of 
those who did not answer. Dr. Gutt- 








health clinics furnish birth 


1947, p. 278). 


cation should 





polls more often! 





\ CHECKED 


“Would you approve or disapprove of having government 
control 
people who want it in this country?” This question was asked last 
year by Dr. Gallup’s American Institute of Public Opinion. 
Seventy-four per cent of those who made up their minds, were 
in favor of birth control information; at least, this is what the 
public opinion poll found (the Public Opinion Quarterly, Summer, 


This year, we are able to check these figures. On November 2, 
the entire population of Massachusetts, where it is illegal to give 
any information on birth control, was asked to take a position on 
a referendum making birth control information legal. Among 
1,492,000 persons whose votes have been tabulated so far, 
840,000 — more than 56 per cent— wanted no part of birth 
control in their state. Only a minority felt that freedom of edu- 
include education on birth control. 

It is a pity that we are unable to check on public opinion 
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macher takes a position on this point, 
too. He declares that “In a survey 
of opinion conducted by mail it is 
always uncertain whether those who 
answer differ fundamentally in atti- 
tude from those who do not reply. We 
can make no absolute statement re- 
garding this point. However, we have 
data suggesting that the responses 
were not specially weighted by pro- 
tagonists or antagonists of concep- 
tion control.” That is what he thinks. 

Now to the real figures: The total 
number of questionnaires originally 
sent was 15,000 of which 401 were 
not returned or filled out because of 
absence in the armed forces, not in 
practice, deceased, etc. This leaves a 
total of 14,599 questionnaires to 
which answers could have been ex- 
pected. Only 3,381 answers were col- 
lected, 2,949 after the initial mailing 
and 432 in response to a follow-up 
letter mailed to a random sample of 
2000 physicians who failed to reply 
to the original communication. Even 
if we assume that such a follow-up 
letter would have been sent to all 
11,650 physicians who did not re- 
spond to the original communication, 
and if we assume, furthermore, that 
final answers would have been re- 
ceived from all 11,650 physicians 
according to the same ratio as from 
the 2,000 random sample, namely 
21.6 per cent, the maximum number 
of expected replies, including the 
2,949 replies to the original request 
would have been only 5,465. It 
means, therefore, that from all 14,599 
physicians asked about their attitude, 
9,134 or two-thirds did not reply 
even after they received (or would 
have received) a follow-up letter 
with a second request. 


Another Cause for Biased 
Selection 

And this is very important. Not to 
recognize that such a relation of one- 
third of answers to two-thirds of re- 
fused answers in a hotly disputed 
matter does involve a_ definitely 
biased selection, means either a lack 
of understanding or an abuse of 
statistics and justifies the joke of 
the three types of lies. 

To explain this statement, let us 
assume that the Planned Parenthood 
Federation sends an inquiry about 
the justification and advisability of 
birth control to 100 clinics for birth 
control and the same inquiry to 100 
Catholic hospitals. The result would 
be that the Planned Parenthood Fed- 
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eration would receive affirmative re- 
plies from almost all of the 100 birth 
control clinics; let us estimate their 
number as 90. A few vehemently 
negative replies would be received 
from the Catholic hospitals, probably 
not more than ten— most of them 
would not respond to the question- 
naire at all. The result would be an 
overwhelming 90-10 majority in 
favor of birth control. 

Now let us assume that the same 
inquiry, perhaps slightly differently 
phrased, would be sent to the same 
100 birth control clinics and 100 
Catholic hospitals not by the Planned 
Parenthood Federation but by the 
Catholic Hospital Association. The 
replies the Catholic Hospital Asso- 
ciation would receive would be com- 
pletely different. Almost all of the 
100 Catholic hospitals (let us esti- 
mate their number again as 90) would 
report to the Catholic Hospital Asso- 
ciation that their stand is against 
birth control. On the other hand 
many of the birth control clinics 
would not answer at all, perhaps be- 
ing suspicious of the intentions of the 
Catholic Hospital Association, and 
some others would make their stand 
clear. We might take the latter as 
numbering 30, three times as many as 
the Catholic hospitals in the first ex- 
ample, because in matters with a con- 
servative and a revolutionary stand- 
point, the persons advocating the 
revolutionary change are always more 
ready to advocate their cause than 
the conservatives. It means that the 
Catholic Hospital Association would 
compile statistics showing an over- 
whelming 90-30 majority against 
birth control. 

This brings to light that the same 
inquiry made to the same group of 
institutions yields completely _re- 
versed results, depending on who 
sends the questionnaire and accom- 
panying letter. This thought is, of 
course, completely absent in Dr. 
Guttmacher’s paper. The Planned 
Parenthood Federation bases its prop- 
aganda on figures supposed to be 
statistical and scientific. The true 
percentage of physicians advocating 
birth control cannot be deduced from 
the figures given. One thing is certain, 
the true percentage is much smaller, 
not by a few points but by a con- 
siderable margin. 

This example of biased statistics is 
not intended to discredit public opin- 
ion polls generally; rather, it points 
to the conclusion that it is wise to be 


very careful in reading and interpret 
ing any kind of statistical samplin 
which contains highly controversi: 
questions from whatever source the 
come, and especially if the compilin 
agency itself is interested in either 
high or low affirmative answer. 


RED CROSS 
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perience has demonstrated that or: 
of the first and principal problems « 
relief officials in time of disaster 

the restoration and maintenance « 
communication free of interruption. 

This battery of telephones does not 
go through the regular chapter 
switch-board or any of the city tele- 
phone exchanges. Their use in event 
of major disaster is co-ordinated with 
two radio-telephone equipped disaster 
cars which can be dispatched to a 
disaster scene any hour of the day. 
The operator of a vehicle sent to a 
disaster scene surveys and evaluates 
casualty needs and communicates 
this information to the chapter head- 
quarters by use of his direct radio- 
telephone equipment. 

A call is made from the chapter 
headquarters over the direct line tele- 
phones to hospitals reporting the 
number of casualties requiring hospi- 
talization and ascertaining from the 
hospital the availability of bed space 
to receive victims. This information 
is then relayed to the operator of the 
radio-telephone vehicle so that ar- 
rangements can be made for ambu- 
lances and medical attendants to take 
victims directly to hospitals. This 
system of direct telephone and radio- 
telephone communication from the 
disaster scene to hospitals via the 
chapter headquarters eliminates the 
unnecessary and dangerous extra 
handling of disaster victims on a 
door-to-door canvass of hospitals by 
ambulance drivers in transporti 
their patient-passengers to hospi! 
for emergency care. 


The National Blood Program 

Of increasing significance to h 
pitals in time of disaster is the 
velopment of the National B! 
Program of the American Red Cr 
The program is designed to br 
whole blood and its derivatives to 
people in the nation by establish 
a series of permanent regional bl: 
centers, strategically located, to se 
the civilian and military hospitals 
the nation. The plan was inaugura 
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on January 12, 1948, at Rochester, 
New York with the opening of the 
rst regional center. Since that time 
ver a dozen regional centers have 
een opened but national health and 
‘ed Cross officials estimate that it 

ill require from 3 to 5 years for 

mplete development of the program 

| a nation-wide scale. 

However, disaster-affected commu- 

ties have availed themselves of 

ood supplies furnished by the re- 

mal centers in their area. Utilizing 
‘ye resources of these regional cen- 
t-rs, it will be possible to draw upon 
tvem for large consignments of blood 
:-quired in disaster-affected areas to 
be flown from the centers to the dis- 
aster scene by refrigerated air freight. 
This will eliminate “raids” upon hos- 
pital blood reserves when major dis- 
aster strikes and the entire resources 
ol the nation are mobilized to meet 
the needs of the victims. It is re- 
ported that one Red Cross chapter 
was assigned the responsibility of 
securing one hundred pints of whole 
blood for the first Texas City explo- 
sion. This necessitated drawing upon 
precious blood reserves of hospitals 
in the chapter jurisdiction, leaving 
their blood supplies dangerously low 
for their own patients. It is felt by 
national health and medical leaders 
and Red Cross officials that the Na- 
tional Blood Program will do much 
to prevent a similar situation arising 
in the future. 

In summary, it is highly advisable 
for the hospital superintendent, the 
superintendent of nurses, and mem- 
bers of the board of directors to con- 
tact officials of the local Red Cross 
chapter in the community where the 
hospital is located to determine what 
personnel, supplies, and facilities the 
chapter can offer the institution in 
time of emergency disaster need. Hos- 
pital officials will find that local Red 
Cross chapters are anxious to estab- 
lish working relationships with the 
health and medical officials within 
their chapter jurisdiction and to effect 
agreements of mutual understanding 
for the use of common resources in 
the alleviation of human suffering 
arising at the time of disaster. 

Particularly important is personal 
contact with the chairman of the 
“Committee on Disaster Prepared- 
ne-s and Relief,” the chief adminis- 
trative officer of the chapter, and the 
“Sib-committee on Medical and 
Nursing Aid.” Satisfactory agreement 
with them in advance of what the 
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A touching ceremony took 
place at the Sacred Heart Hos- 
pital of Pensacola, formerly 
known as Pensacola Hospital, 
on Sept. 28 when the Most 
Rev. T. J. Toolen, Bishop of 
Mobile, assisted by the local 
pastors, formally enthroned 
the Sacred Heart of Christ in 
the center rotunda of the hos- 
pital entrance. 

The services marked the of- 
ficial adoption by the hospital 
of the name originally se- 
lected for it when preliminary 
negotiations were undertaken 
which led to its construction 
in 1915. Yielding to local re- 
quests, the admistration per- 
mitted the hospital to be in- 
corporated at the time as the 
Pensacola Hospital; however, 
now that the city has grown 
and may accommodate sev- 





PENSACOLA HOSPITAL RE-NAMED 


eral flourishing hospitals, it 
was deemed advisable not to 
characterize one as the Pensa- 
cola Hospital. Hence the de- 
cision to resume the hospital's 
original title. 

In explanation of the name 
choice, hospital representa- 
tives stated that the love of 
Christ for suffering humanity 
is the motive upon which the 
institution was founded, and 
His Sacred Heart symbolizes 
the very source of that love. It 
is felt that the re-dedication of 
the hospital to the Sacred 
Heart of Christ be a 
further incentive for the loyal 
and devoted hospital staff 
and personnel to continue 
their labors in behalf of the 
sick and suffering of Pensa- 


cola. 


will 








chapter can or cannot provide in time 
of disaster will eliminate many mis- 
understandings, unnecessary delays, 
and unfortunate scenes of friction. 
Disaster time is precious time and 


calls for the maximum utilization of 
all available relief resources in a com- 
munity including public and private 
agencies, physicians, nurses, hospi- 
tals and the American Red Cross. 
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Aouse Organ rbualys¢s 


The Hospital Goes to Press 


Six hospital publication editors make 
their know-how available to others 
interested in this public relations 


medium. 


THERE was a time when house 
organs were regarded by many with 
a thoroughly jaundiced eye. “House 
organ, huh?” the cynics would sneer. 
“Tt’s an organ, all right. Trouble is, 
it plays only one tune, and I don’t 
happen to like it!” 

So uninhibited were the remarks 
about “whitewash” and “propaganda”’ 
that sensitive industrial editors began 
referring to their brain children as 
“company publications,” in the pious 
hope that the rose by another name 
would stop smelling. As is often the 
case, the critics were sometimes un- 
fair. The great majority of publica- 
tions were always well edited, and 
such abuses as existed were gradually 
eliminated. 

The house organ has long since 
come into its own. According to re- 
cent estimates, there are some 5000 
of these publications in the United 
States, with a combined monthly cir- 
culation of 40,000,000 copies. That 
is big business, without apologies. 
Huge sums of money are spent an- 
nually on these publications, and the 
spending has one purpose, and one 
purpose only: good public relations. 


The Hospital House Organ 

Hospitals were comparative late- 
comers in the field. Unlike business 
firms, our voluntary hospitals were 
charitable institutions without a profit 
motive, and the need for good public 
relations was not so apparent. But 
that need made itself felt eventually, 
and the number of hospital publica- 
tions has been increasing substantially 
in recent years. 

Despite this growing popularity, 
however, misconceptions regarding 
the house organ continue to exist. The 
idea that the house organ is a form 
of advertising out of keeping with 
the high ideals of the hospital has 
largely disappeared; it is generally 
conceded that the hospital publica- 
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tion tells the story of the hospital in 
a legitimate manner — there never 
was a reason for “whitewash.” The 
misconceptions have mostly to do 
with the technical aspects and the 
effectiveness of these periodicals. 

It was in the hope of contributing 
to the better understanding of the 
hospital house organ that HosPitaL 
ProcREss invited the editors of six 
outstanding publications to let the 
readers of this journal in on some of 
the secrets of their success. All of 
these publications are young: the 
oldest, Mercy Hospital News, is in 
its sixth year. They are all admirably 
edited, and in spite of pronounced 
differences in such externals as qual- 
ity of paper and method of repro- 
duction, they have a good deal in 
common. The publications are: 

Many other Catholic hospitals issue 











NOTE: This article is largely 
based on information supplied 
by the following editors: 


Mr. Harry O. O'Donnell, 
The Angelus, St. Margaret's 
Hospital, Montgomery, Ala. 
Mr. John F. Screen, Esprit de 
Corps, Hotel Dieu Sisters 
Hospital, New Orleans, La. 
Mr. William J. Moeller, Mercy 
Hospital News, Mercy Hos- 
pital, Hamilton, Ohio. Sister 
Bernard Mary, St. Francis 
News, St. Francis Hospital, 
Hartford, Conn. Sister Inez, 
St. Mary’s RXTRA, St. Mary’s 
Hospital, Rochester, N. Y. Sis- 
ter Florina, Voice of St. Francis, 
St. Francis Hospital, Evanston, 
Hl. 

(Sister Florina is now Direc- 
tor of the St. Elizabeth Hospital 
School of Nursing, Lafayette, 
Ind.) 




















Rudolf G. Pendall 


excellent house organs; the above are 
representative of this outstanding 


group. 


Which Hospitals Should Have 
House Organs? 

But before delving into the tech- 
nical material which our “guest edi- 
tors” made so generously available, 
it might be well to have a short 
preamble. The first question which 
obviously presents itself is: Should 
any hospital publish a house organ? 
Mr. Harry O. O’Donnell, editor of 
The Angelus, has this to say concern- 
ing this subject: 

“This may be answered by another 
question: Does the hospital need a 
house organ? If the local newspapers 
co-operate to such an extent that the 
hospital may have published any in- 
formation it desires the public to see, 
then the publication of a house organ 
need not be undertaken; but rather, 
only supplemental publications is- 
sued, such as an occasional pam- 
phlet.” 

In other words, the hospital is the 
sole judge of its public relations 
needs. To which we should like to 
add, the size of the hospital does 1 
necessarily have any connection wi! 
this question. The above hospit«! 
have bed capacities varying betwe: 
165 and 550; another example wi! 
which we are acquainted is the 
tractive Stethoscope, published by ™t. 
Joseph’s Hospital, Reading, Penns)! 
vania, a 185-bed hospital. Mu:! 
smaller hospitals could — and qu te 
possibly do— issue successful p: 
odicals, and without spending ex: 
sive amounts of money. 

But this should not be constr 
as constituting a blanket encoura 
ment for any hospital to jump i 
the publication field without gi\ 
the matter serious thought. Supp 
ing that a certain hospital can 
its way clear to start a house or: 
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nd has the necessary talent avail- 
ble. Would that be enough to move 
il] steam ahead? In our opinion, it 
ould not. 
To justify this apparent lack of 
nthusiasm, we should like to enter 
to a few fundamentals of this type 
publishing. To begin with, there 
e three types of house organ: the 
ternal, the external, and a combina- 
m of the two. The vast majority 
hospital publications fall in the 
ird category, appealing as they do 
employees, patients, and the 
iblic. Mr. Harry O'Donnell neatly 
ms up their objectives: “(1) To 
eate interest and boost morale 
iong employees and patients; (2) 
0 serve as a medium for recruiting 
ident nurses; (3) To afford a 
eans by which the hospital can tell 
its dramatic stories to the world, and 
at the same time appeal to the public 
both moral and financial aid.” 
But it is self-evident that no house 
organ can accomplish all these aims 
for the hospital without the help of 
the hospital. And that is why we were 
so cautious about our hypothetical 
hospital barging ahead with its 
publication: first, the administrator 
should be convinced that the hospital 
is already doing all it can to further 
good public relations. To forestall too 
an affirmative reply to this 
be more specific. 


easy 
question, let’s 


The House Organ Is No Cure-All 

The publication is to create in- 
terest and boost morale among em- 
ployees. Fine. But has it been made a 
conscious policy in the past to keep 
the employees satisfied? What is the 
sub-conscious attitude towards the 
unskilled and semi-skilled personnel? 
Is it a patronizing one? Is it assumed 
that the average employee in these 
categories is trustworthy, or the op- 
posite? Has a fair personnel program 
been established? Does the personnel 
director or administrator have an 
“open door” policy? It is wise to 
answer such questions honestly be- 
forehand: a house organ is no cure-all. 

Similarly, the publication is to go 
to the patients and their friends, and 
again there are some questions which 
deserve an honest answer. Have the 
employees been instructed to be cour- 
teous to patients and visitors at all 
times? Does the telephone operator 
answer calls promptly and politely? 
Is the admitting office personnel con- 
siderate in their dealings with pa- 
tients? Or take this matter of re- 
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cruitment Mr. O'Donnell mentions: 
graduates of a school can be among 
the world’s best recruiting agents by 
passing along a compliment about 
their alma mater. What is their at- 
titude in this particular case? If it 
is unfavorable, why? 

These questions could be multiplied 
ad infinitum. Together, they add up 
to a searching evaluation of the pub- 
lic relations program of our unnamed 
hospital. The answers, most likely, 
will be mixed; we will suppose that 
the general trend seems to indicate 
that there has been a conscious effort 
to establish good public relations, and 
the hospital is now ready to proceed 
with its house organ. 

To solve the problems that will 
come up between this decision and 
the first publication date, the admin- 
istrator might follow this procedure: 

1. She would want to make certain 
that the need for the publication is 
recognized by all concerned and that 
her key personnel has been sold on 
the value of good public relations. 
As several of our editors pointed out, 
a publication may not be successful 
from its first issue, and it would not 
do to be too easily discouraged. 

2. She should have a qualified per- 
son in mind to act as editor. This 
point was also stressed by the con- 
tributors to this article. 

3. Next, she would determine fre- 
quency of publication — monthly, bi- 
monthly, or quarterly. It is imma- 
terial which of the above she selects, 
but it is all-important that the house 
organ appear regularly as announced: 
another point emphasized by the edi- 
tors. Reader interest is soon lost if 
a monthly publication appears hap- 
hazardly every two or three months. 

4. Format, method of reproduc- 
tion, and cost should be determined. 


Methods of Reproduction 
This step in the procedure deserves 
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There are three 
organs are 


some elaboration. 
methods by which house 
commonly reproduced: 

a) A duplication process such as 
mimeographing. This method is by 
far the cheapest, but it is the hardest 
to “dress up,” since photographs can- 
not be reproduced. At the same time, 
a mimeographed publication can be 
most attractive and readable: witness 
St. Francis News, which is reproduced 
by this method. Sister Bernard Mary, 
administrator of St. Francis Hospital 
and the editor-in-chief, writes 

“St. Francis News 
mimeographed ‘Letter from Home’ to 
the many St. Francis Nursing School 
graduates who were in service 
It contained news of nurses, develop 
ments at the hospital, and any items, 
of large or small import, that would 
a nurse away from home. 
soon caught on inside 


started as a 


abroad 


interest 

‘The ‘letter’ 
the hospital as strongly as it had 
The readers included patients 
families, doctors, and all 


outside. 
and their 


members of the hospital ‘family’ 
And others as well, 
found 


we might add 


We have that the sprightly 
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style in which St. Francis News is 
written is a definite invitation to read. 
For this style, Sister Bernard Mary 
explains, a newspaperman is respon- 
sible. 

b) The offset method of reproduc- 
tion, which is a lithographic process. 
This method is cheaper than printing 
and it has the added advantage that 
it is possible to reproduce photo- 
graphic material. Such illustrations 
tend to be somewhat fuzzy, however, 
and most publications are reproduced 
by method 

c) which is ordinary printing with 
halftones. This method, while the 
most expensive, gives the best results 
as far as outward appearance is con- 
cerned — and outward appearance is 
important. 


It Will Cost Money, But How 
Much? 

Generalities about low and high 
cost will mean little to a prospective 
house organ publisher. Here, then, 
are some specific figures. 

It is estimated that the national 
average cost of house organs is ap- 
proximately 10 cents a copy. To show 
that figures vary locally, we asked 
our contributors to give detailed 
figures on their costs; the results 
follow: 

Mr. Harry O’Donnell, The Angelus: 

“These figures represent what will 
probably prove to be an average for 
1500 copies of an eight-page printed 
publication containing numerous pic- 
tures: photography $40.00, engrav- 
ing $65.00, and printing $95.00. Add 
the salaries of those who work on the 
paper at $70.00, and the pro-rated 
share of the cost of the mailing per- 
mit, addressing machine, and miscel- 
laneous supplies, and the total will 
add up to $275.00.” Without salary, 
etc., Mr. O’Donnell’s total amounts 
to $200.00, or a little over 13 cents 
per copy. The paper on which these 
figures are based is a 70 lb. enamel 
stock, which has a glossy appearance 
and permits excellent reproduction of 
halftones. 

Mr. John F. Screen, Esprit de 
Corps: 

“One thousand copies on 70 lb. 
enamel stock cost us 10 cents per 
copy. For each additional 100 copies 
we are charged $3.50. Semi-annually 
we are also billed for galleys which 
are set up but not used. This charge 
is $3.50 per galley, but by accurate 
planning we can hold this overset 
down to a minimum. 
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“We like to use from 1/6 to 1/5 
of our available space for pictures. 
With this plan in operation, the cost 
of our cuts has averaged $33.00 per 
edition for the last seven editions. 
This amounts to three cents per 
copy.” 

Mr. William J. Moeller, Mercy 
Hospital News: 

“Cost of publishing Mercy Hos- 
pital News is estimated at $150 per 
month, including the cost of paper, 
photos, cuts, printing, editor’s salary, 
and mailing. Some special numbers, 
such as a recent one marking the ded- 
ication of a new addition, run con- 
siderably higher. That issue contained 
extra pages and many cuts. Circula- 
tion is about 2500 — mailed to all 
benefactors, members of hospital 
groups, business people, doctors, 
nurses, employees, and all who re- 
quest it.” 

On the surface, it might seem that 





LORD, FOR THE GIFT OF 
TONGUES! 

One of my patients the 
other day kept asking me 
some questions in a pleading 
tone of voice. She was an old 
lady, and as | was busy with 
another patient, | just ignored 
her. But she kept it up so per- 
sistently that finally | turned 
and said: “What is it?” 

She repeated the same 
question. | couldn’t under- 
stand it, but in order to ap- 
pease her a little, answered: 
“Achcha!” (All right!) She lay 
back in bed with such a rest- 
ful sigh that | felt proud of 
myself for having given this 
comforting word! But in ten 
seconds | was horribly de- 
flated. A native nurse who 
was in the room looked at 
me with a peculiar expression 
and said: “Sister, did you 
really understand what she 
said?” 

“No, but she has been ask- 
ing me so insistently that | 
felt | had to give her some 
reply.” 

“But Sister, she said she 
knows she’s going to die, and 
will you please take care of 
her three sons after she is 
gone!” 

Lord, for the gift of tongues! 
— Sister M. Clare, Holy Family 

Hospital, Rawalpindi, West 

Pakistan, writing in Medical 

Mission Chits. 











Mercy Hospital News, which uses : 
grade of paper similar to that of Th. 
Angelus and Esprit de Corps has 
much smaller cost per copy —si 
cents to be exact. A regular issue o 
Mercy Hospital News contains fou 
pages, however, while the other pub 
lications contain eight. 

Sister Inez, administrator of S 
Mary’s Hospital, Rochester, Ne 
York, writes concerning St. Mary 
RXTRA: 

“The use of newsprint keeps ou 
paper cost to a minimum. The co: 
of publishing, exclusive of halftone 
figures to $.01125 per copy for eac) 
page ($.09 for one eight-page copy 
Starting as a four-page paper, in 
four months we enlarged our publica- 
tion to eight pages. Halftones aver- 
aging $6.25 each were used sparingly 
in the four-page issues but increased 
proportionately as we increased to 
eight pages. The first four issues 
averaged three halftones each, as 
against ten for the last two issues.” 

St. Mary’s RXTRA differs from 
the preceding publications not only 
in that it uses newsprint instead of 
coated paper, but its format is slightly 
larger than the others—9 by 12 
inches as compared to 8% by 11. 

Sister Mary Florina, editor of The 
Voice of St. Francis and administra- 
tor of St. Francis Hospital until she 
recently became director of the 
school of nursing of St. Elizabeth’s 
Hospital in Lafayette, Indiana, 
writes: 

“The approximate cost of the bul- 
letin is five cents, which does not 
include the cost of cuts nor the cost 
of mailing. We have a printing press 
at St. Francis Convent, Lafayette, 
Indiana.” 

The Voice of St. Francis differs 
from the other publications in format, 
which is approximately 6 by 9, in 
that it uses color, and in that 
appears quarterly instead of monthly. 

The above will give the prospect 
house organ publisher an idea ab: 
costs in various parts of the countr) 
Naturally, the administrator \ 
want to get estimates from seve 
local printers. If one of the printer: 
has had experience in this or rela 
fields, his advice may be wort! 
little additional cost, especially if 
editor-to-be is not too strong on s 
technical details as layout, type se! c- 
tion, etc. 

5. With the broad outlines of 
physical appearance determined : 
the more or less bitter pill of the « 
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figure swallowed, we are now ready 
io go on to the next step, which is 
the organization of a staff to collect 
news and edit our infant publication 
hrough its crucial first months. All 
of our contributors commented to 
come extent on staff organization; 
ell quote at length from the St. 
lary’s RXTRA report: 


Organizing the Staff 
“In our initial gathering to discuss 
d decide upon our program, we in- 
ided a dozen of our key personnel and 
t this group up as our Advisory Com- 
ttee. Also, from this group we chose, 
function for a six-month period, the 
lividual staff assignments. Following 
» the assignments and the functional 
r-sponsibilities of each: 
Editor — Comptroller 
Organization and business manage- 
ment, including interpretation of 
management policies through the 
managing editor, news editor and 
editorial staff, to the readers. 
Managing Editor — Personnel Director 
Supervision of printing and publish- 
ing, including contents, headlines 
and picture captions, layout and 
pasting, and training of an under- 
study. 
News Editor — Public Relations 
Director 
Newsgathering and features, including 
follow-up and regular monthly col- 
umns. Newsgathering represents 
developing and maintaining an ade- 
quate reportorial staff, with instruc- 
tions for submission of material. 
Religious — Hospital Chaplain 
“Chaplain’s Corner.” 
Profession — Medical Staff Member 
“RXTRA Staff News.” 
Copy —A Sister, Department Supervi- 
sor (previously experienced ) 
Editing and re-write, including super- 
vision of proofing. 
Advisory — Auxiliary Member (previ- 
ously experienced) 
Consultation at Staff (Advisory Com- 
mittee) meetings. 
Educational — Nursing Education 
Director 
Collaboration with news 
newsgathering. 
Photography — Staff Photographer 
\ll photographic work is done by Staff 
Photographer, who assists in lay- 
out of pictures. 
Advertising and Distribution — Purchas- 
ing Agent 
\dvertising solicitation and distribu- 
tion of paper. 
R*.TRA Personnel — Assistant to Per- 
sonnel Director 
‘ecruitment and assignment of per- 
sonnel for typing, proofreading, 
pasting, etc. 
At the end of the six months the 


editor in 
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Editor resigned and was not replaced, 
and some other changes were made. 

“The Advisory Committee meets twice 
monthly. Once, approximately one week 
after publication date when the editor 
comments briefly on reaction to the last 
issue with a statement of management’s 
continuing policies or recommended 
changes; a statement from the manag- 
ing editor of the proposed layout and 
coverage assignments for the next issue; 
a request for criticisms or suggestions 
calling upon each member individually 
for comment without interruption; and, 
finally, a limited period of general dis- 
cussion. Any matter of an apparently 
controversial! nature follows one of two 
courses of action—a voice vote or re- 
ferral to management. 

“The second meeting is slated for one 
week prior to publication, with editors 
reporting on management’s recommenda- 
tions on matters discussed at previous 
meetings; managing editor’s presentation 
of tentative layout, covering briefly the 
essentials of each item and calling in- 
dividually for comment without inter- 
ruption. Finally, a brief discussion of 
the individually voiced comments, with 
a re-statement by editor and a call for 
voice vote. 

“The organizational set-up and outline 
is designed to provide a spread of the 
various assignments and responsibilities 
to the end that the work can be accom- 
plished as a part of the normal duties 
of each and within the scope of the 
normal working hours, generally, thus 
avoiding the pitfall of placing the bur- 
den on one individual; or, at best, on 
a group of two or three. 

“The news editor has appointed at 
least one individual in each department 
as a designee on the reportorial staff 
of the paper. This may be the floor 
clerk in one instance, a departmental 
secretary in another, or a_ technician 
in still another, but the real job of 
convincing these reporters that such an 
assignment is a challenge to display his 
or her talent for “newshawking” falls 
upon the news editor, and success or 
failure in this phase is reflected in the 
paper itself. Our telephone operators 
co-operate at certain slack switchboard 
periods by querying reporters with, ‘Is 
your news in yet?’ when calling them at 
intervals prior to deadline for news 
items.” 

A final note on staff organization 
by Mr. Screen: 

“Tt might be well to encourage new 
editors not to despair if some cor- 
respondents seem to lose interest 
after the first edition has been pub- 





Any readers interested in exchang- 
ing publications are invited to get 
in touch with the editorial office of 
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lished. The best solution to this prob- 
lem is to appoint new correspondents. 
If an editor can bat 500 in this 
matter of choosing we feel it is a 
good record.” 

As to the contents of the new pub- 
lication of our unnamed hospital, it 
will do a very good job of covering 
the news if it tries to include all the 
material which Mr. Screen incorpo- 
rates in each issue of Esprit de Corps: 

“We have a check list and try to 
include in each edition some article 
about physical improvements in the 
institution, news of accomplishments 
by staff members, honors received by 
administrative, nursing or staff mem- 
bers, explanation of hospital prob- 
lems, educational material about the 
organization of the hospital, articles 
promoting employee benefits (hos- 
pitalization plan, vacations with pay, 
sick leave), data about anniversaries 
of employees on their jobs, and in- 
formation about hospital procedures 
that can be used by all readers in 
the work of educating the public.” 

With a few variations, the other 
publications cover pretty much the 
same ground. 


Who Will Foot the Bill? 

It is sad but true that in most cases 
the hospital will pick up the check 
Five of our contributors fall in this 
class; the only exception is St. Mary’s 
RXTRA, the editor of which, when it 
was increased in size from four to 
eight pages, decided to incorporate 
advertising up to a maximum of 25 
per cent of available space. The pub- 
lication is actually carrying about 17 
per cent, and Sister Inez states that 
its publishing costs have been re- 
duced to a nominal figure as a result. 
The use of advertising in house organs 
is not too common, but there is no 
definite argument against it. 


Conclusion 
This is by no means the entire story 
of the hospital house organ. There 
are problems peculiar to each hos- 
pital, and they will have to be met 
in most instances by the trial-and- 
error method. Mr. O'Donnell says: 
“The task of publishing a house organ 
imposes no light burden upon every- 
one connected with it. But allowing 
several months for it to ‘catch on,’ it 
will prove an ; sset to the institution.” 
That thought is echoed by all of our 
contributors. Sister Inez succinctly 
summarizes this reaction: 
“The results are worth the head- 
aches!” 
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A CHRISTMAS THOUGHT 


In the midst of the external display and the festivity 
connected with the feast of Christmas, the religious 
minded man or woman will wish to pause and meditate 
on the deeper and more profound religious considerations 
which present themselves during the Christmas season. 
As one meditates on the deep significance of Christ’s birth 
and its attendant circumstances, two virtues immediately 
proclaim themselves. These are humility and obedience. 
We look at the crib and spontaneously think of the 
humble and the obedient Christ. 

The Second Person of the Blessed Trinity, obedient to 
the wishes of His Father, came to this world as a child. 
His response was immediate and wholehearted because it 
was for the welfare of the human race. This was obe- 
dience perfect in its motivation and in its execution. 

The Son of God was humble enough to fit Himself into 
circumstances entirely beneath His dignity. He was 
humble enough to subject Himself to persons essentially 
inferior to Himself in position, knowledge, and intel- 
ligence. This He did in response to a wish or command 
and for the good of mankind. 

These virtues of obedience and humility play an im- 
portant part in the organization and the administrative 
operations of a hospital. In fact, obedience and humility 
contribute to the success of any organized activity. They 
are the foundation stones of good order, and order is 
the earmark of good organization. Good organization is 
the systematic direction of a group of people towards the 
achieving of a common goal. It implies authority in the 
superior to direct and the subordination of inferiors to 
the directions given. In a well planned organization the 
working together under a directed plan and in proper 
subordination means harmonious activity. Although 
modern business does not use the terminology, harmony 
in any organization depends on obedience to a general 
plan of action and to specific instructions or directives. 
It implies a degree of humility by which several em- 
ployees subject themselves to the direction of a depart- 
ment head, and department heads to a manager or direc- 
tor. Virtue may be lost if the motivation is wrong. But 
actually in every organization men and women do sub- 
mit themselves to obedience and do humble themselves 
by being subordinate to others. 

These virtues of obedience and humility must be found 
in any hospital which claims to have any semblance of 
order and organization. We expect to find them, however, 
in a greater degree in a Catholic institution where a large 
percentage of the personnel will have, because of religious 
instruction, a better understanding and a greater love of 
obedience and humility as virtues rather than mere busi- 
ness organizational techniques. In Catholic hospitals an 
important percentage of the personnel will be Sisters 
who have chosen the practice of obedience and humility 
as a way of life. To them is offered a wonderful oppor- 
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tunity to practice obedience, not only within the schen 
of their religious institutes, but as a means of increasin: 
the harmony and efficiency of the entire hospital orga: 
ization. 

Religious are inclined sometimes to practice obedience 
with limitations or within only certain spheres. As meni- 
bers of a religious congregation the individual Sister owes 
obedience not only to her superior, but to those who are 
placed over her. If she is a floor nurse she owes obedience 
to her floor supervisor in all that pertains to the work on 
the floor; if a technician, to her department head in ail 
that pertains to the department. 

There is a danger that Sisters, while obedient to their 
religious superiors, may fail in the obedience which is 
due to a doctor or a lay department head who has the pro- 
fessional or organizational responsibility to give orders 
and direct a department. 

Nurses and Sisters sometimes find it difficult to take 
orders or receive directions from a young intern. But to 
refuse to follow his instructions is not only to violate 
sound professional ethics and good principles of organi- 
zation, but to fail notably in the practice of the virtue of 
obedience. This would be a most dangerous professional 
practice, a violation of good hospital order, and a viola- 
tion of the spirit of obedience. The all-wise and all- 
powerful Christ always exhibited a sweet and respectful 
compliance with the orders and wishes of his humble 
parents. 

During the Christmas season as we meditate on Christ's 
great act of obedience and humility, we should try to 
learn from Him how we can perfect our religious lives, 
not only by improving the quality of obedience within 
the framework of our religious congregations, but by 
considering how we may be able to cooperate better in 
the development of professional authority and respect 
and in the improvement of the organizational machinery 
and efficiency of the hospital in which we work. 


+ 


NURSING IN ITS 75th YEAR 


This year the Diamond Jubilee of Nursing in the US. 
is being celebrated. All who are interested in the care of 
the sick and in health activities will unite with the An 
ican Nurses’ Association in paying tribute to the nurs'n 
profession and to Miss Linda Richards, the first gradu. 
nurse. The ideals which are being commemorated dur ng 
this Year of Jubilee are highly valued by the 20,0) 
Sister nurses in our association. Many of them bel: 1g 
to religious orders or congregations whose history 
origin are intimately connected with a religious zea! 
caring for the sick. 

It is noteworthy that in its 75th year organized nurs 
should find itself in the throes of an attempted me 
morphosis. In September of this year appeared Dr. Est : 
Lucille Brown’s critical study of nursing and nurs 
education, entitled Nursing for the Future. This bo 





HOSPITAL PROGRE> 





written forcefully and in a scholarly manner, points out 
clearly many of the weaknesses in nursing education. 

Taking off from the heights of preventive health pat- 
terns ambitiously outlined by the commission on hospital 

ire, the author portrays the heavy demands to be made 

n the nursing profession in numbers and advanced skills. 

ooking into the far distant future and frankly concen- 
‘rating on a pattern of education which she calls just one 

ssible solution, the author of this challenging book 
ives for others the solution of present critical problems 
nursing service. We are certain that Dr. Brown had 

) intention of advocating a change in the pattern of 

irsing education so immediate and radical as to create 

ar and uncertainty in the minds of those who are at- 
mpting to meet the critical demands of nursing service 

day. At no point in her book did she recommend that a 

ovement should be begun at once to close all three- 

ar schools and to direct all students towards collegiate 

ograms. Yet there are, in several states, zealots in re- 
sponsible positions who are so emphasizing the impor- 
tance of collegiate schools that directors of schools are 
greatly disturbed. This is especially true in rural areas 

rere small schools are making a heroic effort to provide 
uurses for the sick in their communities. 

Insofar as Dr. Brown’s thesis stands for the promotion 
of better nursing care to more people through an im- 
posed medium of education, we indorse it. Insofar as it 
stands for the improvement of three-year schools of nurs- 
ing so that justice will be done to the student and the 
patients she will care for, we heartily second it. But when 
it is interpreted as a clarion call to uproot and radically 
change the pattern of nursing education, regardless of 
local conditions and the needs of the acutely ill, we 
condemn it, or rather condemn those who use it abor- 
tively to reach a goal separated from realism and human 
need. We are sympathetic to the efforts of those who 
wish to raise the standards of nursing education. We are 
not opposed to a movement which will help the nurse 
improve herself culturally and professionally. Nursing is 
an activity sacred and so important to the welfare of the 
American people that we should surround it with every 
attraction and dignity which will increase its prestige. 

In working towards this goal, however, there are obli- 
gations which nursing educators cannot ignore or brush 
aside. Nursing is more than a career for one’s personal 
development. It is also a vocation by which the profes- 
sion has assumed responsibilities to hospitals, to the 
public, and in particular to the sick. While pressing for 
higher standards, the profession cannot in conscience omit 
considerations of the needs of small hospitals and those 
who are ill now and need nursing care immediately. 

Many small hospitals have organized schools of nurs- 
ing. In their limited way they have been rendering an im- 
portant service to the communities in which they are 
located. Any attempt to eliminate these schools with a 
single stroke and to substitute for them collegiate pro- 
grams in population centers is rash and inconsiderate. 
The additional costs of collegiate education and the fact 
that for the students it will mean a separation from 
home will necessarily decrease the number of nurses 
aviilable in smaller and rural communities. Moreover, 
students drawn from rural areas to urban centers for 
professional education do not, as a general rule, return 
to their own communities. The shortage of doctors and 
de:tists in rural areas is proof of this. 
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The nursing profession, state boards and feligious 
orders with small schools of nursing should study these 
areas and attempt to work out a pattern of education 
which fits the particular needs of these areas. Consider- 
able experimentation may be necessary before this pat- 
tern is found. The rural areas need nurses. The nursing 
profession and nursing educators should help them get 
those nurses with the type of education which will make 
them most useful. To claim that collegiate education is 
the answer to this immediate problem or to claim that it 
is the type of education necessary to prepare the major- 
itv of rural nurses is entirely unwarranted and not based 
on experience or study. 

There are critical shortages already in the entire field 
of nursing service as in every other area of health service 
These seem to be more acute in small towns. Rather than 
accentuate this serious situation by limiting the supply 
of nurses, the nursing profession should take steps to 
help communities obtain the nursing care they need 

It is the hope, therefore, that nursing education will 
move forward calmly and gradually, adjusting itself to 
new demands and looking forward to new developments, 
but not forgetting sacred obligations of the moment. The 
basic objective of nursing today, as 75 vears ago, is the 
care of the sick. Focusing on preventive health measures 
cannot supplant obligations to the sick. 


THE FIRST YEAR — AN AUSPICIOUS 
BEGINNING 


As the year 1948 marches on, we approach Advent and 
the Christmas Season; and, with that, the Officers of the 
Association make an examination of conscience, review- 
ing the activities of the year, particularly in relation to 
the reorganization program. 

It is fitting to consider the development of the new 
central office, with its expanded facilities, as the dom- 
inantly significant factor in the year’s events. Through 
this has been made possible a more adequate staff to carry 
on the intensified program of activities. 

To mention some other outstanding accomplishments; 
Father Kelly’s work on “Medico-Ethical Problems” and 
a “Code of Medical Ethics” merits recognition as the first 
of the twelve long range program items in the Associa- 
tion’s “goal for members in Canada and the United 
States”; HospitaL Procress, with its “New Look” in- 
troduced in January, has not been excluded in the reor- 
ganization program; the development of the Conference 
of Catholic Schools of Nursing and its program assure 
sound procedure and policy for the continued develop- 
ment of our Nursing Education programs. 

The important consideration, however, has been and is 
the generous support of the Catholic hospitals of our 
two countries in the vital matter of financing the office 
plant and the program. The officers wish again to extend 
sincere thanks and appreciation to all of their member 
hospitals and the devoted Religious on their staffs. 
Through their generosity, the burden of indebtedness has 
been reduced very substantially, and as the reorganiza- 
tion program unfolds, the outlook for the future is far 
brighter than a year ago. For the many Religious who 
have participated actively in the Association’s program, 
this report affords a large measure of satisfaction. 
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This Month with the Association 





WASHINGTON STATE CONFERENCE 

The Washington State Conference 
of the Catholic Hospital Association 
held its first annual convention at 
Yakima, Washington, October 7, in 
the Commercial Hotel. 

The youthful Conference chose as 
its convention theme “Nursing Serv- 
ice and How it Shall Be Met in the 
Face of the Present Nursing Educa- 
tion Emphasis.” 

Sister Theodore Marie, C.S.J., 
President of the Conference, presided 
at the morning session. His Excel- 
lency, the Most Reverend Thomas 
A. Connolly, Coadjutor Bishop of 
Seattle, greeted the members of the 
Conference and offered his encourage- 
ment and help to the Catholic hos- 
pital movement in the State of 
Washington. 

Reverend E. J. Kowrach, Director 
of Hospitals for the Diocese of 
Spokane, brought greetings from His 
Excellency, the Most Reverend 
Charles D. White, Bishop of Spokane, 
who was unable to attend the Con- 
vention. 

Sister Mary, f.c.s.p., chairman of 
the Conference of Catholic Schools 
of Nursing and Nursing Education, 
Consultant for the Sisters of Provi- 
dence, spoke to the group on the 
“Catholic Schools of Nursing in the 
Present Crisis.” Rev. John J. Flan- 
agan, S.J., Executive Director of the 
Catholic Hospital Association, dis- 
cussed the need for personnel policies 
in hospitals. 

Reports and committee appoint- 
ments were made before recessing for 
lunch. 

In the afternoon session, Sister 
Agnes of the Sacred Heart, f.c.s.p., 
administrator of Sacred Heart Hos- 
pital, Spokane, and President-Elect, 
presided. Mother Mildred, C.S.J., ad- 
ministrator of Our Lady of Lourdes 
Hospital, Pasco, Washington, de- 
scribed and analyzed “Nursing Serv- 
ice in a Hospital without a School of 
Nursing.” 

“Nurse Recruitment for Better 
Nursing, Service” was the topic of a 
paper presented by Sister Ruth 
Marie, f.c.s.p., Director of the School 
of Nursing, Providence Hospital, 
Everett, Washington. 

The importance of job analysis 
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and staff job classification was dis- 
cussed by Mr. T. J. Corkery, person- 





Monsignor H. Joseph Jacobi, 
President, National Conference 
of Catholic Charities 


Added responsibility falls to 
Monsignor Jacobi in his new as- 
signment as President of the Na- 
tonal Conference of Catholic Chari- 
ties. Elected to be head of the 
Conference at its recent Boston 
Convention, Monsignor Jacobi as- 
sumes the duties of this new office 
after 11 years as Director of Cath- 
olic Charities and Hospitals of the 
Archdiocese of New Orleans. Ap- 
pointed in 1937 by Archbishop 
Rummel, Monsignor Jacobi has 
manifested a keen interest in Cath- 
olic hospital work. He is a member 
of the Catholic Hospital Conference 
of Bishops’ Representatives. 

In the Association proper, Mon- 
signor Jacobi serves as a member 
of the Administrative Board which 
is responsible for general public 
policy, legislation and public rela- 
tions. 

His activity in the Bishops’ Repre- 
sentatives Conference extends not 
only to its Executive Committee, of 
which he is a member, but also to 
participation in the programs of 
the Conference. 

The officers of the Association 
and the Editors of Hospital Progress 
offer congratulations to Monsignor 
Jacobi on this new honor. It is a 
well deserved recognition for his 
service to the church and to the 
community of New Orleans and 
the State of Louisiana. 


Rt. Rev. Msgr. H. Joseph Jacobi. 


nel manager of St. Elizabeth’s Hospi 
tal, Yakima, Washington. 

In the closing business session ; 
final draft of Constitutions and By 
Laws was accepted. The followin 
officers were elected for the year 
President: Sr. Agnes, f.c.s.p., Sacre 
Heart Hospital, Spokane; President 
elect: Sr. Marie Geralda, O.S.F., S: 
Joseph’s Hospital, Tacoma; Secre- 
tary: Sr. Miriam Dolores, f.c.s.p 
Sacred Heart Hospital, Spokane 
Treasurer: Mother Jocunda, O.P., S 
Martin’s Hospital, Tonasket. 

The Catholic Hospital Associatio 
welcomes this newest State Confe: 
ence and congratulates it on its rapid 
organization and the enthusiastic par- 
ticipation of the Sisters. Sister \. 
Reine, f.c.s.p., administrator of Si. 
Elizabeth’s Hospital, was chairman of 
the Arrangements Committee and 
Mother Giacomina headed the Pro- 
gram Committee. 


INDIANA CATHOLIC HOSPITAL 
ASSOCIATION OBSERVES THE 
QUARTER CENTURY MARK 
Although no formal celebration 

was held, the 1948 Convention of the 

Indiana Catholic Hospital Associa- 

tion marked the completion of 

25 years of activity for the Con- 

ference. This year’s meeting was 

held October 20 and 21 at St. Eliza- 
beth Hospital, Lafayette, Indiana. 

The Reverend J. M. Nickels, Direc- 

tor of Hospitals for the Diocese of 

Fort Wayne, was present at the first 

meeting of the Conference and pre- 

sided at some of the sessions of the 

1948 Conference. Sister Alphonsine 

who was present at this meeting re- 

called the organizational meeting 

25 years ago. 

The Conference opened with Mass 
and sermon by the Most Reverend 
John G. Bennett, Bishop of Laia- 
yette. Sister M. Vincentiana, O.S.I., 
President of the Indiana Hospital 
Association, and administrator of St. 
Elizabeth Hospital, welcomed 
group to St. Elizabeth. The respo! 
was made by Sister M. Amelia, 
O.S.F., President of the Indiané 
Catholic Hospital Association. Sis'¢ 
also presided at the business sess 
which followed. 











In the January issue: Catholic 
hospital building in ‘48 — anc | 
a construction forecast for ‘49 
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The important part of the day’s 
rogram was the address of Bishop 
John G. Bennett who encouraged the 
croup in their work not only by his 
talk but by his presence at nearly 
\] the sessions of the Conference. 
The Reverend J. M. Nickels, Di- 
tor of Hospitals for the Diocese 
j Fort Wayne, presided at the morn- 
g session October 21. The Reverend 
hn J. Flanagan, S.J. from the cen- 
al office of the Catholic Hospital 
ssociation addressed the Conference 
1 current problems in nursing edu- 
tion. Dr. Martha O’Malley, Direc- 
r, Division of Hospital and Institu- 
mal Services for the State of 
ladiana, explained in her talk the 
method of licensing hospitals in the 
State and the manner in which it 
vould affect Catholic hospitals. 
Committee reports were made at 
the afternoon session. After the re- 
port of the nominating committee, 
the following officers were elected for 
1948-1949: 
President, Sister De Paul, St. Vin- 
cent’s Hospital, Indiana 
Vice-President, Sister Assumpta 
Secretary-Treasurer, Sister Clarise 
Board Members, Sister Delphine, Sis- 
ter Vitalis, Sister Narcissa and Sis- 
ter Amelia. 


THE ONTARIO CONFERENCE OF 

C.H.A. 

The fifteenth Annual Convention 
of the Ontario Conference of the 
Catholic Hospital Association was 
held at St. Michael’s Hospital, To- 
ronto, November 3 and 4, 1948. 

The Conference opened with Sol- 
emn Benediction at which His Em- 
inence James C. Cardinal McGuigan 
officiated, with Father C. Wiggles- 
worth, chaplain of the hospital, as 
deacon, Father Hector Bertrand, S.J. 
as subdeacon, and Reverend F. V. 
Allen as Master of Ceremonies. The 
Cardinal’s blessing and_ gracious 
words of welcome gave inspiration to 
the delegates. 

The sessions were held in the as- 
sembly hall of the hospital and ably 
presided over by Reverend Sister 
Mary Kathleen who was re-elected 
president of the Conference by ac- 
clamation. 

Reverend W. P. Smith, first chap- 
lain of the Conference, celebrated 
Mass for the delegates at 8:00 a.m. 
on Thursday. Reverend J. J. Sheri- 
dan, M.A., Ph.D., delivered an in- 
spiring address. 

Che Conference was honored by 


DECEMBER, 1948 


the presence of Most Reverend J. 
Gerald Berry, D.D., Bishop of Peter- 
boro, and Rt. Reverend Monsignor 
George Lewis Smith, President of the 
Catholic Hospital Association, who 
gave the members much food for 
thought in their excellent papers. 
Reverend John Fullerton 
Reverend Hector Bertrand 
brought their talents and efforts to 
the deliberations. The panel discus- 
sion on “Newer Trends in Nursing 
Education” led by Reverend Sister 


and 


also 


M. Ursula of Peterboro was 
good. 

The general feeling of the Sisters 
as they returned to their several com- 
munities was that the Program Com- 
mittee had excelled in arranging one 
of the best Conventions in fifteen 
years. The usual cordial hospitality 
was extended to the delegates by Sis- 
ter Margaret, Superior of St. Mi- 
chael’s Hospital, and the fifty mem- 
bers of her arrangements committee. 


very 








As a testimonial to Father 
Schwitalla for his significant 
contributions to professional 
education and particularly to 
the field of hospital adminis- 
tration, the department of 
Hospital Administration of the 
Graduate School of St. Louis 
University established the 
“Alphonse M. Schwitalla Lec- 
ture.” Introduced for the first 
time during this school session 
1948-49, this new feature 
was presented Wednesday, 
November 18th, 1948, by Dr. 
M. T. MacEachern, Associate 
Director of the A.C.S. and its 
Hospital Standardization Pro- 
gram. The guest lecturer 
chose as his topic “The Point 
Rating System for Hospitals.” 


Encouraged by the recep- 
tion which this new system 
received from hospital admin- 
istrators, Dr. MacEachern pro- 
ceeded with its development. 
Experimentation and careful 
study for a period of four or 
five years were devoted to it, 
prior to its adoption by the 
A.C.S. as the mechanism 
through which the factual 
data of a hospital are evalu- 
ated. 











FIRST A. M. SCHWITALLA LECTURE 


Outlining the elements es- 
sential in hospital service, Dr. 
MacEachern emphasized the 
desirability of employing this 
plan for evaluating the qual- 
ity of the hospitals’ facilities 
and staff. He discussed the 
rating system of the A.C.S., 
pointing out the bases for the 
various values assigned to the 
factors affecting the quality 
of service in the various de- 
partments. 


He recommended the use of 
this system by the individual 
administrator as a self-study 
devise through which in a 
general way an effective self- 
analysis can be made — for 
the hospital as a whole or for 
individual departments. 


Guests of the Director of 
the Department, Father Flana- 
gan, included the hospital ad- 
ministrators of all the St. Louis 
hospitals, representatives of 
various professional and wel- 
fare agencies, the director and 
students of the Washington 
University Department of Hos- 
pital Administration, city offi- 
cials, etc. 




















Golden and Silver Jubilees 





Mother Mary Concordia, $.S.M. 

The Sisters of St. Mary’s invited 
friends to participate in a celebration at 
St. Mary of the Angels Convent, St. 
Louis, commemorating the Golden Jubi- 
lee of Mother M. Concordia and the 
Golden and Silver Jubilees of twenty 
Sisters of St. Mary. The celebration 
was held on the 23rd of November and 
began with a Pontifical Mass celebrated 
by the Most Reverend Joseph E. Ritter, 
Archbishop of St. Louis. The sermon for 
the occasion was preached by Rev. C. D. 
McEnniry, C.SS.R. A dinner for the 
visiting clergy was served following the 
Mass. 

Mother Concordia, who is well known 
to Sisters in the Catholic Hospital Asso- 
ciation because of her deep interest in 
the work of the Association, has held 
the position of Mother General in her 
congregation since 1921. Her whole re- 
ligious life has been centered around 
hospital activities, the greater portion of 
it in administrative phases, first as 
Novice Mistress, and later as Superior 
General. 

For many years Mother Concordia 
served as a member of the Executive 
Board of the Catholic Hospital Associa- 
tion. She has always shown herself a 
loyal supporter of the Association and 
has always been generous in giving of 
her own time and that of her Sisters to 
promote the work of the Association. 
The officers of the Association, therefore, 
join her many friends in extending to her 
congratulations and best wishes on this 
happy occasion. Other golden jubilarians 
were: Sister M. Cunigunda, Sister M. 
Ludgera, Sister M. Constantia, Sister 
M. Xaveria, Sister M. Germane, Sister 
M. Petra, Sister M. Dionysia, Sister M. 
Bona, Sister M. Lydia, and Sister M. 
Lamberta. 


Sister M. Seraphia, S.S.M., Treasurer 
of the Catholic Hospital 
Association 

A quarter of a century of service — 
that is the contribution of our Treasurer 
to hospital service and the care of pa- 
tients. As a member of Sisters of St. 
Mary of the Third Order of St. Francis. 
with unswerving devotion to duty so 
characteristic of religious, Sister Se- 
raphia has served her community of 
Sisters faithfully and with distinction to 
her congregation, as nurse to her pa- 
tients, as a nursing director in the ad- 
ministration of that service which is so 
vital a factor in the hospital, as an 
advisor to the Sisters of her own com- 
munity, and in her many contacts with 
members of auxiliary groups, of the 
medical staff, etc. 

Elected to be Treasurer of the Asso- 
ciation in June, 1948, Sister Seraphia 
entered into this new activity with her 
usual energy and thoroughness. Other 
silver jubilarians were: Sister M. Eileen, 
Sister M. Clementia, Sister M. Sebastian, 
Sister M. Alfred, Sister M. Celeste, Sis- 
ter Anna Marie, Sister Rose Marie, Sis- 
ter M. Emma, and Sister M. Maxelinda. 


Mother M. Simon Petra 

The silver jubilee -of Mother M. 
Simon Petra was celebrated October 28 
at Mount Alverno Convent, Warwick, 
N. Y., the Provincial House and Novi- 
tiate of the Sisters of the Poor of 
St. Francis. 

A solemn Mass of Thanksgiving cli- 
maxed the celebration. The Rev. Roland 
Burke, O.F.M., chaplain, was the cele- 
brant of the Mass, which took place 
in the convent chapel. The deacon was 
the Rev. Gerard McGlynn, O.F.M., and 
the sub-deacon was the Rev. Samuel 


Grega, O.F.M., both of the Francisca 
Monastery, New York City. The Re 
Paschal Kerwin, O.F.M., Greenwoc 
Lake, N. J., was master of ceremonies. 

The sermon was delivered by the R 
Rev. Msgr. John M. A. Fearns, rect: 
of St. Joseph’s Seminary, Dunwood 

Mother M. Simon Petra, who w 
born in Indiana, entered the congreg - 
tion in October, 1920. After her Profe - 
sion, she engaged in bedside nursing fr 
18 years in Jersey City and Hobok¢ 
In 1939, she was chosen first Superi.r 
of the hospital in Warwick and lat r 
served two terms as Superior of $ 
Mary’s Hospital, Hoboken. On May 2 
1947, she was elected Provincial Superi r 
of the Eastern Province, and in th: 
position she continues to direct 12 ho-- 
pitals in New York, New Jersey, ard 
South Carolina. 


Franciscan Sisters, St. Louis, Mo. 


Jubilarians of the Franciscan Sisters 

Daughters of the Sacred Hearts of Jesus 
and Mary, observed their anniversaries 
as religious at St. Anthony’s Hospital 
St. Louis, Mo., Oct. 13. The event 
was celebrated by a Solemn High Mass, 
and renewal of vows by the Sisters. The 
Sisters were honored by the presence of 
The Most Rev. Sigebald Kurz, O.F.M., 
Titular Bishop of Terennti and Prefect 
Apostolic of Yungchom, China. The 
jubilarians were the following: 
Diamond Jubilarian: Sister M. Jerom« 
Golden Jubilarians: Sister M. Constance, 
Sister M. Philibert, Sister M. Euphemia, 
Sister M. Aurea. 
Silver Jubilarians: Sister M. Louise, 
Sister M. Lybia, Sister M. Wivina, 
Sister M. Jeannette, Sister M. Sco- 
lastica, Sister M. Jasperine, Sister M. 
Davina, Sister M. Cordelia, Sister 
M. Mildred, Sister M. Laurissa, Sister 
M. Jovita, Sister M. Incarnata, Sister M 
Marcelline, Sister M. Reinharda, Sister 
M. Honoria, Sister M. Serapia, Sister M. 
Lamberta, Sister M. Illuminata, Sister 
M. Reineldis. 





BLUE CROSS CONFERENCE 

The annual Blue Cross Conference 
took place at French Lick, Indiana, 
October 25, 26, 27, 1948. Partici- 
pating in this meeting were the repre- 
sentatives of the Blue Shield (Medi- 
cal) Plans. Included among the 
delegates were Monsignor George 
Lewis Smith of Aiken, South Caro- 
lina, President of the Association; 
Reverend John W. Barrett, Chicago, 
President-Elect; and Monsignor John 
R. Mulroy, Denver, First Vice-Presi- 


dent. Attending also as delegates were 
Monsignor Marcellus Wagner of Cin- 
cinnati, Father Lawrence Skelly of 
Hartford, Connecticut, and Father 
Bernard Crowley of Detroit. 


COUNCIL ON PREPAYMENT AND 
REIMBURSEMENT AMERICAN 
HOSPITAL ASSOCIATION 
On November 5th and 6th, the first 

meeting of this Council for the cur- 

rent fiscal year of the American Hos- 
pital Association took place at the 

Association’s Central offices in Chi- 


cago. The Council, under the direc- 
tion of Dr. Dwight Barnett 
Detroit, considered, among 0! 
matters, the subject of the relat 
ships between hospitals and var 
groups, including commercial in 
ance carriers, industrial organizati:' 
employees’ associations, etc., pro 
ing hospital service coverage 0 
contractual basis or through ind: m- 
nity arrangements for their mem 

or employees. Monsignor Smith 

M. R. Kneifl attended. 
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Gerald Kelly, S.J. 





Lobotomy 


Question: Js prefrontal lobotomy 
wally permissible in the treatment 
mental disorders? 


Principle 

[he principle to be applied in an- 
s\,ering the question is this: Any pro- 
c lure harmful to the patient is 
morally justifiable only in so far as 
it is designed to produce a propor- 
tionate good. 

\s long as we remain in the sphere 
of theory this principle is easily ex- 
plained and easily understood. It 
simply means that to pass judgment 
on the morality of any mutilation one 
must compare the harm that might 
be done with the benefit to be ex- 
pected. If the hope of benefit is com- 
mensurate with the danger of harm, 
the procedure is morally justifiable; 
otherwise it is not. 

But when we pass from theory to 
the judging of a particular procedure 
for a particular patient, we are often 
confronted with many difficulties. To 
make a fair comparison of harm and 
benefit we have to answer many ques- 
tions. How serious is the patient’s 
present illness? Will the proposed 
remedy cure it, either temporarily or 
permanently, or will it merely bring 
some alleviation and perhaps prolong 
life? And will there be complications 
that may aggravate the illness or be 
the equivalent of a new illness? And 
if there is danger of harmful effects, 
is this danger greater or less than is 
the hope of benefit? Also, is there a 
simpler and less dangerous way of 
producing the desired good results? 

In certain cases we can solve a 
problem immediately without explic- 
itly adverting to some of these ques- 
tions. For instance, we already know 
from long experience that a ruptured 
appendix calls for an operation. But 
in some of the more recent problems, 
we must carefully consider all the 
questions, and even after we have 
done so, we can scarcely give an an- 
swer that is more than tentative — 
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an answer which means: “In so far 
as the facts are known and correctly 
presented, I judge that such and such 
a procedure is licit.”” For example, we 
have already discussed in this column 
a number of cases concerning castra- 
tion in the treatment of cancer and 
in the prevention of metastasis. In 
none of these cases are the facts so 
clear as to preclude all reasonable 
debate; and it may be that the dis- 
covery of simpler and more effective 
procedures will render castration 
quite unnecessary and therefore illicit. 

If it has been difficult to estimate 
the facts pertinent to castration in 
the treatment of carcinoma, it is 
thrice difficult to estimate the facts 
relative to prefrontal lobotomy as a 
licit treatment of mental illness. Ex- 
perts admit that the operation is still 
very much in the experimental stage. 
I would not pretend, therefore, to 
give exact data concerning its harm- 
ful and beneficial effects. However, 
from reading and from talking to 
members of the mediral profession 
who have had experience with the 
operation, I think I can at least in- 
dicate the main points to be con- 
sidered. And from these indications I 
can formulate what might be a help- 
ful working rule for judging when 
the operation should be allowed and 
when it should not be allowed. 

It seems appropriate to mention 
here that the most helpful article | 
have read is by Father Hugh J. 
Bihler, S.J., of Woodstock College, 
Woodstock, Maryland. Unfortu- 
nately, Father Bihler’s article ap- 
peared in a journal for private cir- 
culation only; hence I cannot cite it 
more specifically. But he has kindly 





Note: Medico-Moral Problems 
may be submitted to the Editors 
of Hospital Progress, 1438 South 
Grand Boulevard, St. Louis 4, Mo. 





given me permission to use it in any 
way that I might find helpful. 


Effects of Lobotomy 

In the operation known as pre- 
frontal lobotomy the brain is opened 
and some of the projection or associa- 
tion fibers connecting the frontal 
lobes and the thalamus are severed 
The principal good effect of the oper- 
ation seems to be relief from emo- 
tional tension: for example, a patient 
suffering from a crippling anxiety is 
relieved of the anxiety and may, with 
proper help, begin to lead a more or 
less normal life. Just how this relief 
is brought about seems to be a matter 
of conjecture among psychiatrists; 
but one explanation that is often ac- 
cepted as quite probable is that the 
operation brings about a sort of di- 
vorce and emo- 
tional response. In other words — to 
use an example — a thought or sug- 
gestion which before the operation 
might have the 
veritable panic will scarcely trouble 
him after the operation. 

One authority says that the pri- 
mary observable effects of lobotomy 
are these: the patient manifests in- 
ertia and lack of ambition; he is 
indifferent to the opinions of others: 
he shows a tendency to be satisfied 
with no work or with only a little 
work, and this of inferior quality: 
he lacks what is ordinarily called 
self-consciousness. In themselves such 
qualities are not desirable; yet they 
are relative benefits to a person who 
has been disabled by emotional ten- 
sion. And it seems possible to re- 
educate the patient to somewhat nor- 
mal behavior. 

Other factors, mostly on the un- 
favorable side, that must be taken 
into account in judging the morality 
of lobotomy are the following: At the 
time when Father Bihler wrote 
(1947) the mortality rate was be- 
tween 2 and 3 per cent. Possibly im- 
proved technique will reduce this, if 
it has not already done so. Not un- 
commonly the patients are subject to 
occasional epileptic seizures after the 
operation. The failure to make emo- 
tional responses makes it necessary 
to exert great care in a re-educating 
program. Moreover, the divorce be- 
tween effective and cognitive elements 
seems to make the subject indifferent 
to pain: an effect which might be 
reckoned a benefit in the case of per- 
sons who are afflicted with an in- 
curable and very painful illness, but 


between cognition 


caused patient a 
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which exposes others to great dangers. 
For instance, one report mentions 
two lobotomized men who almost died 
of peritonitis. Because of their indif- 
ference to pain they had not noticed 
the great pain that usually accom- 
panies this ailment. Finally, in the 
case of patients whose entire moral 
code is merely “convention,” the lack 
of human respect that follows upon 
lobotomy may result in the perform- 
ance of immoral acts. 

I believe that the foregoing survey 
includes most of the results, bene- 
ficial and harmful, that may result 
from lobotomy. Seen in their totality, 
they seem to point to more harm than 
good. However, we must keep in mind 
that when we are dealing with in- 
dividual patients, some effects may be 
quite improbable. This brings us to 
the question: in the cases in which 
the operation has been used, has it 
proved more beneficial than harmful, 
or vice versa? 

My impression is that the reports 
vary considerably from place to place. 
This variation may be partly ex- 
plained by the condition of the pa- 
tients at the time of the operation, 
by the skill with which the condition 
was diagnosed and the operation per- 
formed, by the quality of post-opera- 
tive care, and so forth. Recently I 
visited an institution which has a 
decidedly conservative policy (it uses 
lobotomy as a last resort and only 
when all other possible therapeutic 
methods have failed) and which had 
nine cases under observation. Five 
cases had shown no change; two 
seemed to be slightly worse; and two 
had decidedly improved. At another 
place where the policy is also quite 
conservative, the supervisor told me 
that they have kept no statistics, but 
their general impression is that the 
operation is beneficial; their major 
doubt at presence concerns the per- 
manency of the benefit. A clipping 
sent to me a short time ago runs as 
follows: 

“No complete cures have been ef- 
fected in 20 brain lobotomy opera- 
tions performed on mental patients 
at the Oregon State hospital, the state 
board of control was advised Tues- 
day. William C. Ryan, superintendent 
of state institutions, made the an- 
nouncement in seeking a board ruling 
on whether the operations should be 
continued. Ryan said, however, that 
the operations have helped some pa- 
tients. The board voted to leave the 
decision with Portland physicians who 
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are performing the operations, stating 
they could best determine if the ex- 
periment should be continued.” 

This account is taken from an or- 
dinary newspaper and, as it may lack 
the exactness needed in scientific 
matters, it is quite fallible. Neverthe- 
less, I could accept the account as 
true and still approve of the board’s 
decision to leave the matter to the 
physicians. But I would point out to 
them that, since they are dealing with 
a dangerous experimental remedy, 
they must abide by the rules govern- 
ing such experiments. This means 
that the experiment must not be used 
if more certainly effective remedies 
are at hand; nor must it be used 
unless the hope of benefit is com- 
mensurate with the illness and the 
risk of the operation. Ordinarily we 
should add that the patient must 
consent to the use of the dangerous 
remedy; but I imagine that in many 
of these mental cases the patients are 
not capable of giving a valid con- 
sent; hence the consent should be 


supplied by the guardian. 


Conclusions 

Father Bihler’s conclusion after a 
very thorough study of this problem 
is that there is “no reason for raising 
moral objections to the operation 
when it is confined to hopeless psy- 
chotics who have not .been benefitted 
even by the various shock therapies.” 
In other words, the hopeless psy- 
chotic starts out with such a handicap 
that he has almost nothing to lose, 
but much to gain. As for the licit 
use of the operation on neurotics, 
Father Bihler thinks that we should 
reserve judgment until we know more 
of the possibilities of re-educating 
them and thus avoiding any perma- 
nent harmful result of the operation. 

Since I began to organize the ma- 
terial for this discussion Father Pat- 
rick O’Brien, C.M., has published an 
article entitled “Prefrontal Lobot- 
omy: Its Present Moral Aspect” in 
The American Ecclesiastical Review, 
CXIX (Sept., 1948), 196-201. 
Father O’Brien is of the opinion that 
the operation may be allowed in the 
case of a true psychosis that is effec- 
tive in character, truly disabling, and 
of sufficient duration to allow for a 
reasonable medical judgment that 
time or situational changes will not 
effect a cure. He demands however 
that other applicable therapy be tried 
first, and that there be assurance of 
competent care for a long period 


after the operation. 

I believe that Fathers Bihler an: 
O’Brien have brought out excellen 
points. However, in stating my con 
clusion in some kind of formula, 
should like to keep it a little mor 
general and make allowance for con 
petent medical judgment that may g 
somewhat beyond the conclusions jus 
stated. For instance, good psych 
atrists have told me that in som 
cases psychoneurotics can be cure 
by the operation. These psychiatrist 
have also assured me that the oper: 
tion is sometimes beneficial in case 
of chronic schizophrenia, which, if | 
am not mistaken, is not technically 
classed as an affective psychosis. | 
think we can make due allowance for 
such competent medical judgment | 
the following rule: 

Lobotomy is morally justifiable as 
a last resort in attempting to cur 
those who suffer from serious mental 
illness. It is not allowed when less ex- 
treme measures are reasonably avail- 
able or in cases in which th 
probability of harm outweighs the 
probability of benefit. 

The italicized statement was re- 
cently included in a number of prop- 
ositions submitted for criticism to a 
fairly large group of theologians and 
physicians. No one took exception to 
it. Catholic hospitals may take it as 
a guiding norm for competent phy- 
sicians, and may allow the physicians 
to apply the rule in particular cases 
according to their own expert knowl- 
edge and experience. 





Penrose Foundation Donates 
$10,000 to Aid Collegiate 
Nursing Education 


Sister M. Cyril, director of the Seton 
School of Nursing, Colorado Springs, 
Colo., recently announced a gift 
$10,000 from the Spencer Penrose Foun- 
dation to help finance the first year 
of the new nursing education progr:n 
inaugurated this fall at Loretto Heig"t 
College, Denver. 

This program is operated in conju'c- 
tion with St. Anthony’s School of Nurs- 
ing and Mercy School of Nursing in 
Denver, and with the Seton Schoo! of 
Nursing at Colorado Springs. Mrs. S} 
cer Penrose was largely instrumenta 
securing this gift from the founda 
in memory of her late husband. 
program has accordingly been na 
“The Spencer Penrose Nursing Ed) 
tion Program.” 
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Directed by Bakewell Morrison, S.J. 





A Course for 


DIRECTORS of schools of nurs- 

g which have a notable percentage 

non-Catholic students frequently 

k the writer of this article for in- 

rmation concerning a course for 

n-Catholic students. The writer 
fers such a course in his religion 
partment. The course is called “The 
iilosophy of Conduct” and follows 
ie orientation course “The Philos- 
phy of Life.” 

The real objective of the course 
is to put into the minds and hearts 
of the non-Catholics the age-old, solid 
principles of conduct which Catholics 
know so well. These principles are 
not known in their entirety by non- 
Catholics, and the dynamic force of 
these principles is badly missed by 
non-Catholics. At St. Louis Univer- 
sity we found long ago that the 
non-Catholic has no coherent account 
to give of the universe or of himself. 
Consequently, the course begins by 
telling in large terms what man is 
and what faculties and spiritual aids 
are at his command. All this is a 
revelation to the uninformed, undis- 
ciplined minds of the non-Catholics, 
who seem to draw their obvious good- 
ness from the special Providence of 
God, not from any humanly dis- 
cernible means. It is, then, comforting 
to them, and strange and novel, to 
hear of the potentialities of man, of 
his means for working within himself 
to build a strong and reliable char- 
acter using an objective and valid 
reasoning process. 

\fter this beginning, principles 

emselves are studied. Their ra- 
ional character is insisted on and 

(plained; they are not “hunches” 

feelings. Pius XI has strongly in- 
sisted that the Ten Commandments 
are a magnificent and God-given 
school of character, and they are an- 
alyzed after the outline that St. 
Thomas Aquinas gives. They are nec- 
essary for satisfactory human living, 
ever on the “natural” plane. But 
there is immediate need for under- 
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Non-Catholics 


standing, in every phase of life, the 
reasons why a course of action is 
good or bad for man, and why God 
commands certain actions, and for- 
bids others. We must be able to give 
an account of the morality that we 
love and practice. 

Principle, understood and desired, 
necessarily calls for rules to channel 
the execution of the ideals conceived. 
The sometimes agonizing demands of 
obedience to these rules are explored 
with some thoroughness. A happy 
method whereby compliance with the 
rules can be made part of one’s phi- 
losophy of life is expounded. 

Ideals, their derivation, their sub- 
stance, their power next need clarifi- 
cation. Habits have to be studied, and 
their formation must be carefully 
understood. Resolutions are not so 
simple, unless they are neatly ana- 
lyzed and well understood, and unless 


their part in electing a certain course 
of action is duly fathomed. All this 
theory is followed by a variety of 
practical applications, so that the 
student develops attitudes on how to 
study, how and why to play, war and 
peace, punishment and fear; all these 
are attended to in college, so that a 
solid groundwork for building char- 
acter is given. 

Actually the one who planned the 
course deliberately intended to ex- 
press the fundamentals of an Ignatian 
retreat. These fundamentals are there, 
somewhat disguised by the method 
of presentation, spoken of in words 
that the non-Catholic can more easily 
assimilate than he could the strictly 
“Catholic” words in which the teach- 
ings of a retreat are given. Since this 
is a college course, the strictly and 
explicitly exhortatory is definitely not 
in place. But the solid truths are in 
place. Even the Figure of Our Blessed 
Lord is needed — and is there. 

It is a delightful course to teach 
because it meets with a ready re- 
sponse and it shows its fruits. Since 
right now motivation is coming to 
be acknowledged as respectable in 
so much of the “psychological” litera- 
ture, the course is not medieval nor 
stodgy. The “psychology” of St 
Ignatius Loyola, particularly as dis- 
cernible in The Spiritual Exercises, is 
very much up to date. 








Minneapolis, Minn., receive their 








Graduates in the course in radiologic technology at St. Mary's Hospital, 
certificates 
instructor and supervisor, on the feast of St. Michael. 


from Sister Helen Rita, 
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NURSING EDUCATION 


Conducted by Margaret Foley, R.N., M.S. 





The Preparation of Practical Nurses 
and Nurse Aides 


IN AN effort to determine the ex- 
tent to which Catholic hospitals par- 
ticipate in the preparation of practical 
nurses and nurses aides, a special 
inquiry was made. Information was 
solicited concerning the existence of 
organized programs for the prepara- 
tion of any type of sub-professional 
worker. Where organized programs 
for the preparation of a practical 
nurse existed, a description of the 
cours? was requested relating to the 
purpose, admission requirements, 
present enrollment, length of course, 
date of organization, and title of the 
graduate. 

Co-operating in the survey were 
437 Catholic hospitals in the United 
States, or 58 per cent of the total 
number. Sixty per cent of the replies 
came from hospitals conducting 
schools for registered nurses. Of these 
returns, 233, or 51 per cent, reported 
no program for the preparation of a 
sub-professional nurse. Programs for 
the in-service training of aides or 
auxiliary workers were reported by 
175 hospitals, or 40 per cent. Courses 
for the preparation of the practical 
nurse have been established in 22 
hospitals, or 5 per cent of those re- 
porting. Finally, 11 Catholic hos- 
pitals, or 2.5 per cent, furnish clinical 
facilities for practical nurse programs 
sponsored by a non-hospital agency. 

A study of the returns on the basis 
of regional distribution reveals that 
activity in the preparation of the sub- 
professional nurse has been propor- 
tionately most extensive in the East 
and West, North Central regions, the 
North Western regions, and the South 
Central region (Table I). These re- 
gions represent those areas of the 
United States where Catholic hos- 
pitals furnish one-third of all avail- 
able hospital beds.’ Moreover, here 


1Pohlen, Kurt, The Catholic Hospitals of the 
United States, St. Louis, Mo., C.H.A., 1948, p. 13. 
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Catholic hospitals are located pre- 
dominantly in rural areas where the 
problem of adequate staffing is par- 
ticularly acute. This would appear to 
be a stimulus to the development of 
nurse aide or practical nurse pro- 
grams. Thus, 59 per cent of reporting 
hospitals in the West North Central 
region indicate activity in this field; 
56 per cent in the South Central re- 
gion; 52 per cent in the East North 
Central; 46 per cent in the North 
Western states. The amount of 
sub-professional preparation available 
corresponds directly to the number of 
hospitals reporting in each region 
and cannot be considered significant. 

In the case of those hospitals 
which report no activity on the sub- 
professional level, the comments of 
those completing the questionnaire 
reveal interest in the program. How- 
ever, many prefer to delay plans until 
the role of the practical nurse, es- 
pecially, has been more definitely 
agreed upon. 

Most of the activity reported on 
the sub-professional level consists of 
programs for the in-service training 
of aides or auxiliary workers. In some 
cases a short period of classroom in- 
struction precedes on-the-job super- 
vised training. In other cases, there 
are no such classes, the workers are 
accepted only as vacancies occur, and 
are trained only for a specific job. 


TABLE |. 


Regions 
New England States 
North Central Atlantic States 
South Central Atlantic States 
South Eastern States 
South Central States 
South Western States 
East North Central States .............. 
West North Central States 
North Western States 
Total 


Hospitals 
Replying No. % No. ‘ 


The director of one hospital whic! 
conducts a short course for aide 
says, “This is a very meager begin 
ning, but it has aroused interest an 
stimulated thought along this line 
and fills a great need in our hos 
pital . . . We are on the lowest ste 
but... will grow...” 

There is a slight trend toward th 
practice of extending clinical facilitic 
to students of a program in sub-pri 
fessional nursing sponsored by 
public educational agency. The spor 
soring agency in the case of thre 
hospitals which commented further 
on this classification is the City Boar 
of Education. 

Definitely established courses for 
preparation in sub-professional nur-- 
ing are reported by only 22, or 5 per 
cent, of the hospitals. The largest 
number of such programs is found in 
the West North Central region, which 
has eight, while three areas report 
no programs at all. Seven of these 
courses are organized as separate and 
distinct schools; the remaining ones 
are presumably courses organized 
within the hospital. Complete infor- 
mation was available for nine of these 
programs, revealing the following pat- 
terns: 

Four of the schools were estab- 
lished in 1948 and two in 1947. None 
of these courses have been approved 
by the National Association for Prac- 
tical Nurse Education. 

In seven cases, the course consists 
of 12 months of training. One 
course lasts for nine months and an- 
other for 18. In each case, this period 
is divided between theory and prac- 
tice, with more time being devoted 
to practice. Two schools report that 
theory and practice are “concurrent 
in their courses. 

Various areas of clinical experience 
are included. All courses give experi- 
ence in obstetrical and pediatric nurs- 
ing. However, in the six schools which 
include practice in medical and sur- 
gical nursing, proportionately more 


The Extent of Sub-Professional Programs Under Catholic Auspices 


Sub-Professional Programs 
None Some 


77.7 7 
66.7 21 
59.0 9 
60.8 9 
44.4 20 
60.7 11 
48.3 62 
40.6 57 
53.8 12 
205 


52.5 
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time is devoted to those areas than 
to obstetrical and pediatric nursing. 
The minimum number of weeks spent 
in any area is one; the maximum is 


{ 
+ 


Only three of the schools charge 
ition for the course. The tuition in 
ese cases ranges from $35 to $50. 
one case the tuition includes all 
ver fees; one school charges neither 
tion nor fees. In the other seven 
ses, students must purchase uni- 

‘ms, and in four cases they must 

rchase books. Two schools give no 

pends to the students; the others 
wide maintenance and a small al- 
vance, or an allowance only. 

Educational qualifications for ad- 

ssion vary. Four of the schools 

uire a high school education, two 

juire at least two years of high 
school, and three demand only an 
eighth grade diploma. 

Five schools have no racial qualifi- 
cations for entrance; four are open to 
white students only. Age qualifica- 
tions vary: the minimum age is 17; 
the maximum is 50. One school ac- 
cepts only single students; the others 
accept married or single applicants, 
though one school prefers unmarried 
students. The number of classes ad- 
mitted per year ranges from one to 
four. 

The largest class now enrolled has 
52 members; the smallest has four; 
all except the largest have fewer than 
25 members. Colored students are 
found to be enrolled in several of 
these programs. 

The most common title given to 
the graduates of these courses is 
“practical nurse.” In six cases, the 
graduate of the course is eligible to 
take state licensing examinations in 
order to become a “licensed practical 
nurse” in her state. Where no such 
provision is made, it is due to the 
absence of a state licensing law, save 
in one instance. In all cases, the 
practical nurse is strictly limited to 
the practice of the more elementary 
nursing procedures in which she has 
been trained. The graduate of a par- 
icular course is limited as to the area 

\ursing in which she may practice, 

in no case is her employment 
ited to the particular hospital or 
itution in which she received her 
ining, 
Canada 

“he number of Canadian hospitals 
responding to a questionnaire regard- 
in: sub-professional programs was in- 
suicient to permit tabulation of data. 
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NURSING FOR THE FUTURE 
This valuable addition to the literature 
of the profession is the fourth critical 
evaluation to appear in the 75-year-his- 
tory of nursing in this country. No 
doubt its significance will rank with the 
Goldmark Report of 1923: Nurses, 
Patients and Pocketbooks, by May 
Ayres Burgess, in 1928, and the Report 
of the Grading Committee in 1934— 
Nursing Schools Today and Tomorrou 

Nursing for the Future, by Dr. Esther 
Lucile Brown, is the report of the School 
Study undertaken by the author at the 
request of the National Nursing Coun- 
cil. The request for a study of nursing 
education in this transitional period rep- 
resents the desire of a_ professional 
group to find a plan for the future of 
nursing which would overcome present 
deficiencies. The report of the study 
offers one possible blueprint for nursing 
and nursing education of the future 
aimed at providing for the social welfare 
and, it is hoped, concurrently, for the 
good of the profession and its members 

Dr. Brown, a lay research specialist, 
well qualified to study a professional 
field, has viewed the future with an 
objectivity not within the 
those who are faced with the practical 
problems of daily association with nurs- 
ing and nursing education. At the same 
time, there is evidence that the writer 
has made a sincere effort to understand 
these same practical problems 

Nursing for the Future envisions a 
complex system of health and sickness 
care which would require a correspond- 
ingly complex system of nursing and 
nursing education. This system would 
require the services of the professional 
nurse, whose functions would be of a 
highly scientific and specialized nature, 
and whose patient might be either a 
healthy individual to be kept well, or 
a sick person to be assisted back to 
health. A second type of practitioner 
of nursing would be the practical nurse, 
whose duties would include the more 
routine care of the patient in the hos- 
pital or home. Recognizing the current 
problems involved in furnishing even 
minimum care for the sick, the gradu- 
ate bedside nurse is given a place in this 
system, at least until such time as 
sufficient numbers of professional and 
practical nurses are prepared and their 
functions coordinated to provide for all 
types of nursing needs. 

Corresponding to the three types of 
nurses, three kinds of schools of nursing 
are discussed. The “professional” nurse, 
it is recommended, should be the product 


scope of 


of a recognized professional school 
Clearly, in the ultimate future. the 
author believes the professional school 
should be conducted by an institution of 
higher learning, although 
made for the continued use of 
hospital-college affiliation programs, with 
recommendations for 
provement 
is made regarding the control of practi- 
cal nurse education 
educational 
conducted oppor- 
tunity to prove their effectiveness in 


provision 1S 
some 


revision and im- 
No definite recommendation 


Both the vocational 


program and the 


hospital 
school are given an 
preparing this type of worker. Finally 
the good hospital school of nursing is 
assigned the task of continuing to pre- 
pare graduate bedside nurses, so long as 
they would be 
pattern 


Nurse 


progress of the 


needed unde ul new 


educators have followed the 


School Study closely 
and have examined the 
There has 
gree of apprehension that the final rec- 
ommendations might not be 
realistic. The published 
clear that much of the 
has been groundless. Dr 
troduced only one entirely new element 
in the nursing education for the 
—the professional nurse 


interim reports 


with interest been some de- 
sufficiently 
report makes 
ipprehension 


Brown has in 


future 
Even in this 
case, the growth of the collegiate school 
of nursing over the past vears is proof 
of the desire of nursing to achieve 
fessional stature. The report 
definite service to nursing and nursing 
education in the suggestion of types of 
nurses for a future pattern, and the 
corresponding educational system which 


pro- 
otters 


would be required. Whether one agrees 
or disagrees with Dr. Brown’s definition 
of nursing functions and types of pra 
titioners, no educator would 
wisdom of her recommendations re- 
garding existing schools of nursing. The 
recommendation that schools of nursing 
should not be conducted by special hos- 
pitals comes as no surprise to 
educators, or to the graduates of 
schools. Already a progress 
has been achieved in other 
hospital schools which for any reason 
have not been capable of offering a 
sound educational program. The central- 
ization of schools in 
served, also, to strengthen nursing edu- 
cation. The 
that an official examination of all schools 
be made in the near [ 


deny the 


nurse 
such 
degree of 
closing 


recent years has 


recommendation is made 
future for the 
purpose of further improving existing 
schools: this would result in a list of 
accredited schools which could be used 
to submit poor schools to the pressure 


(Concluded on page 36A) 
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THe WASHINGTON SCENE 





Reviewed by George E. Reed, A.B., LL.M. 


Second Term for President Truman 


to the office of the President of the 
United States together with a pre- 
dominantly Democratic Congress has 
important implications insofar as 
health legislation is concerned. The 
legislative trends in the field of health 
which have been established during 
the last two years will be sharply 
altered. The Truman administration 
has never felt that the Republican 
program constituted a_ sufficiently 
broad approach to the health prob- 
lem of the nation. The President has 
for some time been on record with 
respect to the desirability of provid- 
ing adequate medical care to protect 
the people from the economic threat 
of sickness. In his message to Con- 
gress on May 19, 1948, recommending 
the development and enactment of a 
National Health and Disability In- 
surance Program he stated: 

“T have previously outlined the long 
range health program which I consider 
necessary to the national welfare and 
security. I say again that such a pro- 
gram must include (1) adequate public 
health services including an expanded 
maternal and child health program, (2) 
additional medical research and medical 
education, (3) more hospitals and more 
doctors —in all areas of the country 
where they are needed, (4) insurance 
against the cost of medical care, (5) 
protection against the loss of earnings 
during illness.” 


Compulsory Health Insurance 
Proposed 

In the address of the President of 
the United States on the state of the 
union (January 7, 1948) the Presi- 
dent emphasized that the gap in our 
Social Security structure is the lack 
of adequate provision for the nation’s 
health. He then reaffirmed the propo- 
sition that a national system of com- 
pulsory health insurance should be 
inaugurated in order to afford proper 
medical care for the people of this 
country. 

The aforementioned health pro- 
gram of the President was recently 
blueprinted in a report to the Presi- 
dent by Oscar Ewing, Federal Secu- 
rity Administrator, entitled The Na- 
tion’s Health. Speaking of this report 
President Truman stated: 
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“It is an impressive document which 
describes where we are today with re- 
spect to the health of our people and 
the goals towards which we must move. 
It makes plain the additional progress 
we must make and it outlines a series 
of objectives which will be important 
guides for years to come to all who are 
working to improve the nation’s health.” 

One of the objectives of the report 
is to provide legislation which will 
create a system of government 
health insurance. Thus, Mr. Ewing 
states, “The people who need health 
insurance most will not be able to 
get it under voluntary plans. I am 
forced to the conclusion that the vol- 
untary insurance plans can never do 
the job that the national interest re- 
quires to be done.” 


Recommendations About Public 
Law 725 

The report of Mr. Ewing likewise 
gives considerable attention to the 
question of developing the hospital 
system of this country. Mr. Ewing 
observes that the high construction 
costs have prevented the proper func- 
tioning of the Hospital Construction 
Act and have, in effect, cut the con- 
templated construction in half. There- 
fore, in lieu of the authorization of 
$75,000,000 per year in accordance 
with the terms of the Hospital Con- 
struction Act, Mr. Ewing requests a 
Congressional appropriation for hos- 
pital construction for the next two 
years which should be at least $150,- 
000,000 annually. 

Moreover, Mr. Ewing recommends 
that at the beginning of 1949, the 
federal government underwrite up to 
40 per cent of the maintenance costs 
of hospitals in selected areas of low 





Negro WAC Enters Convent 

Miss Constance Nelson of Detroit, 
who served three years as a Negro 
member of the Women’s Army 
Corps, has been received into the 
Sisters of St. Mary at St. Louis. Miss 
Nelson attended St. Nicholas Acad- 
emy and Houston College, Houston, 
Texas, and majored in dietetics at 
the Universities of lowa and Cali- 
fornia. 





per capita income, provided, however 
that the staff of such hospitals 
employed without discrimination a 
to race, religion, or sex. This mair 
tenance program together with th 
accelerated construction program 
to apply to non-profit as well as 1 
government hospitals. It is not state 
whether the recommendation wit 
reference to maintenance costs is | 
be in the nature of stop-gap legis] 
tion until a federal program « 
government insurance is enacted « 
whether it is to be a permanent pa 
of the health program of the natio 

With respect to medical schools, 
the report states that federal funcs 
should be made available promptly 
permit the expansion of schools now 
operating so that they might accej)t 
more students and to help organize 
additional schools. Finally, a program 
of scholarships and fellowships for 
qualified students is contemplated. 

These are but a few of the high- 
lights of the report of Mr. Ewing. 
At a later date a more detailed 
analysis of this health plan will be 
set forth. From the few observations 
that have been made, it is quite ap- 
parent that we will witness strong 
emphasis on the development of an 
extensive national health plan de- 
signed to give the maximum health 
protection with the aid of the gov- 
ernment. 


Taft-Hartley Law and Hospitals 

The President has already an- 
nounced that he is going to ask for 
the repeal of the Taft-Hartley Act 
shortly after Congress convenes. At 
present, the Taft-Hartley Act ex- 
cludes non-profit hospitals from the 
operation of the Wagner Act as 
amended. Whether the law supplant- 
ing the Taft-Hartley Act, assuming 
the latter is repealed im toto, will in- 
corporate this provision is a matter 
for conjecture at this time. It should 
be observed though that the provis 
relating to hospitals was origina! 
introduced by a Democrat, Sena 
Tydings of Maryland. 

It is difficult to give any definite 
prediction as to what actually 
happen in the field of health. 1 
column will, however, try to ke 
abreast of all of the development 
the field of health during the : 
session of Congress. These deve 
ments, it is anticipated, will be me) 
varied, and of substantial imp.c 
upon the health care system of 
nation. 


HOSPITAL PROGRES 





